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ABSTRACT

Psychosocial impacts and employment preparedness of participating in an HIV peer program:
Implications for tailoring a vocational counseling model for PLWH
By
Erin Renee McKinney-Prupis
Advisor: Christian Grov
Background:
Medical advancements in HIV care should have reduced barriers to employment for
PLWH, yet in 2017 only 47.7% of PLWH reported being employed, as compared to 62.9% in the
general population. Employment is a significant social determinant of health, it impacts a variety
of factors related to health, including earned income, access to healthcare, and social
connectedness. Quantitative and qualitative studies have identified several concerns PLWH have
about entering the workforce; the most pressing being fear of losing benefits. Targeted work
readiness programs for PLWH is an important approach to help PLWH overcome their unique
barriers to work, such as the psychosocial impact of years of unemployment/no work experience,
adjusting to independence from entitlements, navigating disclosure, confidentiality, properly
using leave time, and negotiating reasonable accommodations.
Goldblum and Kohlenberg (2005) developed a theoretical model to be utilized in
vocational development programs for PLWH who are considering reentering or entering the
workforce called the, “client-focused considering work model for people living with HIV.” The
model applies Prochaska and DiClemente (2005) Stages of change to the phases of considering
work (contemplation, preparation, action, resolution). Additionally, it emphasizes the importance
of weighing the impacts of returning to work on the medical, psychosocial, financial/legal, and
iii

vocational domains of influence. The model is client focused and stresses that the decision to
work is made by the client; choosing not to work does not suggest failure.
Some people living with HIV participate in part-time peer work with AIDS Service
Organizations. This allows them to experience the positive aspects of work without some of the
fears of full-time work. Peer educators have been incorporated into HIV treatment and
prevention programs since the inception of the HIV epidemic. Peer workers provide a variety of
services including, health education, psychosocial support, case finding, community outreach,
navigation to medical appointments, and treatment adherence. Participating in a peer program is
a possible gateway into full-time employment.
This dissertation sought to examine a peer workforce development program in New York
in order to: 1) update knowledge on barriers and facilitators to work for PLWH, 2) understand
who workforce development programs should be targeting in order to maximize the employment
of PLWH, 3) test the impact of workforce development on psychosocial outcomes of PLWH,
and 4) tailor the Client-Focused Considering Work Model to HIV peer programs. The results of
three papers are provided.
Methods:
Paper 1 was a secondary data analysis of the peer program’s December 2018 evaluation
survey. The survey combined various validated measures and demographic questions assessing
health, work and psychosocial outcomes of participants. A forced entry hierarchical logistic
regression analysis was used to assess which demographic, work history, benefits received, and
activities were associated with peers wanting to enter full-time employment. Additionally, to
determine the associations between the desire to seek full-time employment in the next year and
work preparedness activities performed, chi-square tests were conducted.
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Paper 2 was a longitudinal evaluation of the peer training and internship program. The
studied peer program involved an 8-week peer training component and a 6-month internship.
Participants took an evaluation survey on the first day of the training program, on the last day of
the training program and after 6-months of internship. From September 2014 through December
2018, nine cohorts of peer training participants were followed through the end of their six-month
peer internship. Emotional psychosocial outcomes (depression, HIV internalized stigma, and
self-esteem) and behavioral psychosocial outcomes (medication adherence, patient selfadvocacy, and safer sex communication apprehension) were measured in this study. Paired t-tests
were performed to determine if significant score changes occurred at the individual level
between surveys.
Paper 3 utilized results from five focus groups to describe the experiences of participants
in an HIV peer program in New York City through the lens of Goldblum and Kohlenberg’s
“client-focused considering work model for PLWH.” An interview guide was created from a
review of the literature and developed through the lens of the client-focused considering work
model for PLWH. To help facilitate focus group conversations participants completed a “barriers
to work” survey before each focus group. Focus groups were semi-structured, the interview
guide served as a baseline and was adapted and expanded as needed. A four-stage thematic
analysis of transcriptions occurred. Themes were identified utilizing a theoretical approach at the
semantic/explicit level.
Results:
In Paper 1 seventy-six individuals living with HIV completed the evaluation survey.
Approximately 54% of participants (n = 41) reported a desire to work full-time in the next year.
The final step of the hierarchical regression model tested the impact of demographic, social
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security benefits received and work history variables on a desire to work full-time in the next
year. Having received social security benefits was significantly associated with a desire to work
full-time in the next year. As compared to those not having received social security benefits,
participants having received benefits had 0.20 times the odds of wanting to work full-time in the
next year (95% CI = .05-.84, p < .03). Education retained significance, those with a high school
diploma had 11.25 times the odds of a want for full-time work in the next year as compared to
those who did not (95% CI = 1.29-98.35, p < .01). There was a significant association found for
the number of work preparedness activities completed. Chi-squared tests of independence were
calculated to compare work preparedness activities by desire to work full-time in the next year.
Significant associations were found for updated resume in the past six-months and applied for a
full-time job. Twenty-nine percent of those who reported wanting full-time employment in the
next year had applied for a job in the past six-months as compared to 3% of those who did not
report wanting full-time employment. Sixty-eight percent of those who had a want for full-time
employment in the next year had updated their resume in the past six-months as compared to
29% of those who had not reported wanting full-time employment.
In Paper 2 137 PLWH completed the training program and 55 individuals completed
both the training and 6-months of internship. Participating in the peer training program
significantly decreased the measured emotional psychosocial scores of depression (p < .001) and
internalized HIV stigma (p < .001). Only participants who went on to complete six-months of
internship had significantly improved behavioral psychosocial scores at the end of training
course, including a decrease in safer sex communication apprehension (p < .001) and an increase
in HIV medication adherence (p < .02) and patient self-advocacy (p < .02). Training only
participants had an increase in self-esteem (p < .001) at the end of training and internship
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participants had an increase in self-esteem only after internship (p < .01). For internship
participants, all other measures significantly continued in the hypothesized direction at the end of
internship, except for HIV medication adherence.
In Paper 3 the analysis explored if peers’ experiences of considering work fit the clientfocused considering work model and refined the model to reflect peers’ perspectives and tools
used in typical peer programs. Added to the model were tools utilized by peer programs to help
improve the self-esteem and self-efficacy of peers, as well as tools that assisted peers during their
full-time employment decision making process. Additionally, the authors described the barriers
and facilitators to full-time work as perceived by participants for each domain of influence
(medical, financial/legal, psychosocial, vocational concern, vocational confidence).
Conclusion: Overall, this dissertation demonstrates that participating in an HIV peer program
inclusive of peer support services has positive psychosocial and professional development
impacts on the participant. Focus group participants experienced barriers to full-time work
including, loss of benefits, episodic disability, opportunities at a livable wage, and suitable leave
time. Most focus group participants were partaking in vocational intermediary steps, such as
peer certification courses, but not activities directly related to employment. An association was
found for wanting full-time employment in the next year for peers who were not receiving
SSI/SSDI and those with at least a high school diploma, but not for other demographic, benefit,
and work history variables. Peer work may not be a gateway to full-time employment for all
peers, but it does build self-efficacy and self-esteem. Peer programs should be based in
theoretical models that shape program evaluation, measured evaluation items must include
employment mediators, intermediary steps and employment outcomes. The client focused
considering work model for PLWH was tailored to meet the needs of HIV peer programs. The
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tailored model provides strategies for peer program development, implementation, and
evaluation.
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DEDICATION
This dissertation is dedicated to the one I lost to HIV and to the peers and staff at the Alliance for
Positive Change thriving with HIV that inspired this work. Thirty years ago, I lost my Mom,
Debora Jo McKinney, merely ten days after her 30th birthday. In the years before her death she
attempted to improve her economic prospects; she completed her GED and was working towards
her secretarial certification from Brown University. In 1990, HIV stole her opportunity to utilize
her education. In 2020, HIV has the opposite impact for peers at the Alliance; today
participating in HIV peer training and education saves lives! Peer work transforms people and
empowers them to “do better, live better, and be better.” I hope this dissertation contributes to
more peer opportunities and more saved lives.
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CHAPTER 1 – INTRODUCTION
Overview
It is estimated that 1.1 million people in the United States are living with HIV and over 10%
reside in New York City (n = 126,000).1, 2 Due to the many advances in HIV treatment, HIV is no
longer defined as a terminal disease; but instead as a chronic and manageable condition.3 Since the
introduction of Highly Active Antiretroviral Therapy (HAART) in 1996, HIV disease advancement can
be successfully delayed by reducing both mortality and morbidity outcomes associated with HIV
infection.4 Medical advancements in HIV care should have reduced barriers to employment for PLWH,
but employment rates for PLWH have remained low. The Medical Monitoring Project, the largest US
nationally representative survey assessing clinical and behavioral characteristics of PLWH, estimated
only 47.7% of PLWH were employed in 2017, as compared to 62.9% in the general population.5, 6 Its
estimated that 90% of PLWH are of working age (20-64).2

Employment as a Social Determinant of Health
Employment is a significant social determinant of health.7 Social conditions such as work,
neighborhood conditions, socioeconomic status and social support contribute to the absence or presence
of disease just as much, if not more than individual behaviors and medical interventions.8 Employment
impacts a variety of factors related to health, including earned income, access to healthcare, and social
connectedness. A meta-analysis of studies examining unemployment and all-cause mortality found that
people who are unemployed have a 63% higher death rate than those who are employed.9 Three crosssectional studies have found that employed PLWH have a higher quality of life than those who are
unemployed, even after controlling for CD4 and viral load.10-12 Other cross-sectional studies have found
that employed individuals have significantly better morbidity outcomes such as increased CD4 counts,
memory skills, personal ratings of health, and psychological wellbeing.13-19 A 2008 longitudinal study in
4

France (a country where all of its inhabitants has access to free healthcare) found that after controlling
for time of HAART initiation, people who were unemployed had a higher risk of dying than those who
were employed.20
Studies have shown that work has appeared to help people adhere to medication regimens; a
critical condition to reducing and maintaining low HIV viral loads. Participants in an evaluation study of
a return to work program, originally forecasted that work would be a barrier to adherence but found that
the routine accompanying a regular work schedule helped them to adhere to their medication schedule.21
A 2011 randomized controlled trial (RCT) supported these conclusions and found that employed
individuals have higher medication adherence than those who were unemployed, and a 2014 systematic
review of both quasi-experimental and RCT studies found that employed people in low and high
economic countries (but not middle) have higher adherence.22, 23 Although cross-sectional studies have
found an association with health and employment, they are not longitudinal and therefore cannot
determine that employment was the cause of better health outcomes.

Employment and Health Theory
There are two driving theories concerning employment and health, the social
causation theory and the social selection theory. The social selection theory states that people in
good health are able to obtain and maintain jobs better than people who are in bad health.24
Social selection is supported by current labor participation; according to the Bureau of
Labor Statistics, 74.0% of persons with no disability were in the workforce compared to 30.4% of
people with a disability.25 The social causation theory states employment improves
health.24 There is logic to this causal statement. Employment supplies people with money, which
in turn provides people with basic necessities such as food, housing, and medical care. In
addition, employment has proven benefits to an individual's psychological and social health,
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which are both connected to better physical health outcomes.26
Both the social selection theory and the social causation theory have value and
synergistically impact each other in regards to an individual's employment history.24, 27 Researchers have
evaluated the two theories by assessing longitudinal studies that examine the
health of people who are entering or reentering the workforce. A 2012 systematic review of 18
longitudinal studies found a beneficial effect on health for those returning to work and a
significant decline in health for those without work, supporting the theory of social causation.27
Results from the same study also supported the social selection theory; they found that people
with poor health had a harder time reentering the workforce.27 Finally, a longitudinal study
examining HIV-positive men found that once men returned to work, they had higher physical
quality of life scores and that sicker men had a harder time entering the workforce.28
Qualitative studies have found that returning to work helped PLWH to: find more meaning in
life, look forward to the future, have a more developed identity, and to have a more positive social
network.29-31 In each study, participants expressed that being successful at work was extremely
meaningful because it proved that they could be productive, while living with HIV. Participants also felt
that being an active employee gave them the confidence to be productive in other areas of their life.

Barriers to Work for People Living with HIV
Many PLWH have considered going back to work but obtaining work has been a challenge.
Even before their HIV infection, many PLWH were at risk of unemployment and underemployment;
newly infected individuals are more likely to live in areas with high poverty rates, low high school
graduation rates, and high unemployment rates.32 Qualitative studies of PLWH who were interested in
returning to work found that individuals had low technology skills, low educational attainment,
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experiences of multiple stigmas in addition to HIV, and/or been out of the workforce for well over 5
years (if they have ever worked).15, 19, 33-41
Quantitative and qualitative studies have identified a number of concerns PLWH have about
entering the workforce; the most pressing concern being fear of losing benefits.19, 31, 35, 37, 38, 40-45 For
many PLWH, HIV is experienced as an episodic disability with unpredictable cycles of wellness and
sickness; they feel well most days, but have bouts of debilitating illness. 35 It is common for PLWH to
collect social security benefits (cash benefits given to individuals deemed disabled by a medical
professional), in 2017 18.3% PLWH collected Supplemental Security Income (SSI) and 22.2% received
Social Security Disability Insurance (SSDI).5 Some PLWH receiving SSI/SSDI have the capacity to
work, but remain unemployed because they fear the consequences of losing their benefits. In New York
City, all PLWH who meet financial need requirements are eligible to receive HIV/AIDS Services
(HASA) benefits. HASA provides case management, housing and cash benefits, and assistance with
applications for SSI/SSDI, Medicaid and food stamps.46 In New York State, HASA recipients are
eligible to receive an earned income disregard during their first 12-months of employment. The amount
of HASA benefits received is based off income and household size.46 To help people adjust to exiting
off of benefits, during the earned income disregard period benefit calculations exclude approximately
half of their income.47
PLWH fear how the work environment will impact their health or how their health will impact
their work capacity. They are unsure if they will have the physical stamina to handle the long hours and
stress of previously held jobs due to medication side effects like fatigue and frequent diarrhea, as well as
how work stress would impact their health.33, 35-39, 41, 44, 48 Due to the variety of personal and outside
stigma's experienced when living with HIV, disability not only concerns physical challenges, but also
emotional ones. Sadness and depression often accompany HIV; the Medical Monitoring Project found
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that 20.2% of PLWH suffer from some sort of depression, which is 2.5 times the rate of the general
population.5, 49 In barrier to work research for PLWH individuals reported that depression inhibited their
ability to work.36, 48, 50 Experiences and fears of discrimination and disclosure were also common across
studies.33, 35, 38-41, 51 Lastly, some PLWH experience a general unknowing of their future health and do
not want to work because they fear good health was only temporary.38, 52

Employment: PLWH vs the General Population
In the United States, employment rates for PLWH were not measured amongst a nationally
representative sample until 2014. During this time employment rates have increased from 43.9% in 2014
to 47.7% in 2017.5, 53 Employment research utilizing matched studies of PLWH and the general
population have not occurred and therefore US HIV employment disparities are largely unknown. Three
matched studies of PLWH and the general population in Western Europe found PLWH had significantly
lower rates of employment as compared to the general population.54-56 The studies occurred during the
past decade in Spain, France, and Denmark; developed countries with socialized medicine. Each study
used representative samples and matched on at least gender and age. Because medical care is not reliant
on employment in countries with socialized medicine, the loss of public disability or welfare benefits for
PLWH in these countries should not be as significant of a barrier to employment as in the US.
Understanding PLWH employment trends in countries with socialized medicine can provide insight into
employment predictors for PLWH in the US.
In Spain and Denmark, the unemployment disparity has decreased over time, whereas in France
it has increased.54-56 Longobardo et al. utilized representative cross-sectional datasets of PLWH and the
general Spanish population.56 After adjusting for gender, age and level of education they found the
2009-2010 cohort of PLWH was 14.7% less likely to be employed as the general population, which was
significantly less from the 2001-2002 cohort where PLWH were 23.6 less likely to be employed.56
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Legarth et al. utilized representative longitudinal datasets of PLWH and the general Danish population.
After adjusting for sex and age they found that after five years of study enrollment the employment gap
decreased with time. The pre-1996 cohort employment rates for PLWH and population controls
respectively were 56.1% vs. 85.6%, as compared to 70.9% vs 84.9% in the 2000-2011 cohort.55
Annequin et al. utilized representative cross-sectional datasets of PLWH and the general French
population. After adjusting for age, sex, citizenship and household composition they found that in 2011
PLWH had 1.68 times the odds of unemployment as compared to the general population, whereas in
2003 PLWH had 1.48 times the odds of unemployment.54 In France a significant percentage of the HIV
population were born outside of France. Perhaps these populations were more impacted by the 2008
economic downturn than people born in France, leading to the increase in unemployment for all people
living with HIV.

Sociodemographic, Health, Public Benefits, and Work History and Their Relationship to
HIV Employment Disparities
Can we predict which individuals living with HIV will be unemployed? The following sections
assesses the literature regarding the sociodemographic, health, public benefits, and work history
variables associated with unemployment amongst those living with HIV. Across studies, higher levels of
education, good physical health, and prolonged work histories were associated with employment,
whereas receiving public cash benefits was associated with unemployment. Other variables have had
mixed results. Compared to international research, the study designs for research on variables associated
with employment in the US have been weak; most used convenience samples and no US study matched
HIV participants with the general population. There is a dearth of research on US employment for
PLWH and therefore when appropriate studies from other developed countries have been included.
Sociodemographic
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Findings related to education were the most consistent across studies; most studies found a
positive association with higher levels of education and employment, although the threshold of
education associated with better employment outcomes differed slightly by study. 54, 56-65 Most studies
found no association between gender and employment among PLWH nonetheless, findings by study
type differed. Half of the cross-sectional studies without population controls found that males had an
increased risk of employment and half found no association.33, 54, 57, 60, 65 The Spain matched study
found men living with HIV were less likely to be employed than the general population and the French
matched study found no association.54, 56 The three international longitudinal studies that assessed for
gender found no association.62-64 A US cross-sectional survey of PLWH receiving case management at
Los Angeles based ASO’s found that men were more likely to want employment than women.39
The impact of age on employment outcomes for PLWH varied by country; many international
studies found younger individuals were at increased risk for unemployment and US studies found older
individuals were more at risk. International cross-sectional studies from France, Germany and the
Netherlands found that individuals younger than 30 were less likely to have employment, whereas the
Australian study found being over 50 decreased someone’s odds of employment.58, 59, 61, 66

A French

longitudinal study found that people 30-39 were more likely to experience job loss after study
enrollment than those aged 40-49.63 A Swiss longitudinal study found people who were older were
more likely to stop working after starting HAART medications, while German and Canadian
longitudinal studies found no association with age and the gain or loss of employment.61, 62, 64

Cross-

sectional studies from England and Spain found no association by age.33, 56 Two US cross-sectional
studies found a negative association with age and employment, another found being aged 40-49
decreased the odds of being employed compared to people under 40, and another found that those aged
35-39 had more of a desire for employment than those over 45.39, 57, 58, 65
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The association between race and employment in US studies were inconsistent. One study
found Blacks were more likely to be employed, another found Latinos were more likely, and the other
two found no association.13, 57, 60, 65 Brooks et al. (2004) found that Latinos had more of a desire for
employment.39 None of the studies matched with general population samples. Due to the uniqueness of
race in the US international studies will not be discussed.
Health
Most studies found no association with employment and current CD4 levels or viral loads, but
they were mixed regarding HIV Stage and years living with HIV. Longobardo et al. found that PLWH
with CD4 counts under 500 were less likely to be employed than the general population; other studies
found no association.13, 33, 56, 57, 62-64 Lem et al. and Burns et al. found no association with current viral
loads, while Elzi et al. found participants who were undetectable after one year of being on HAART
were more physically able to work.13, 62, 64 Four studies addressed HIV stage. Yomgida et al., a crosssectional NYC study and Dray-Spira et al. a longitudinal French study, found no association with
disease stage.57, 63 Groß et al. a German study that assessed employment outcomes at baseline and two
years after study enrollment found that at baseline those with an AIDS diagnosis were more likely to be
unemployed at baseline, but there was no association with job loss and disease stage after two years of
enrollment.61 This finding shows that with continuous care disease stage loses relevance. CDC standards
do not allow for the reclassification of stage with improved health outcomes.67 Overall, international
studies found that less time living with the virus was associated with better employment outcomes,
whereas US studies found no association.13, 33, 54, 57-59, 62
Self-rated measures of physical and mental health positively predicted employment. Various
researchers utilized the Medical Outcome Study-Short Form (MOS-SF) or solely the physical
functioning component of the MOS and found scores were positively associated with employment or a
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desire for employment.13, 57, 59, 64 A one item self-rated general health questionnaire was also predictive
of employment or a desire for employment.13, 33, 58 Hepatitis-C co-infection had mixed results regarding
employment, longitudinal studies found it to be predictive of job loss during study period, but crosssectional surveys found no association.61-63 A longitudinal study assessing the impact of HIV and other
co-morbidities on employment found that hypertension and diabetes were predictive of unemployment.63
Various studies have assessed the relationship between employment outcomes and the SF-36
mental component score (MCS); four found a positive association with employment and two found no
association.11, 13, 57, 59, 60, 64 Lem et al. did not find an association with employment and the MCS, but did
find a positive association with the social function scale of the SF-36.64 Mixed results have been found
for the association between current depression levels on employment. Forgarty et al. and Wagener et al.
found a negative association with current depression levels, but Dray-Spira et al. and Razzano et al. did
not find an association.58-60, 63 Rueda et al. found that employed PLWH who had experienced adverse
psychosocial work experiences, had similar rates of depression as unemployed individuals, showing that
not all types of work may be good for PLWH. 68
Public Benefits
Three US studies explored the impact of specific types of public benefits on employment.39, 57, 65
Two studies found having received benefits was negatively associated with employment and one found
no association. Yomgida et al. found having received social security benefits was associated with
unemployment and Jung et al. found no association.57, 65 Brooks et al. found that participants not on
Medicaid or Medicare were more likely to have a desire for employment and Jung et al. found no
association with employment.39, 65
Work History
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The impact of past work experience on current employment has been assessed in a variety of
ways. A 2015 Chicago based study of PLWH and co-occurring mental illness found people with recent
work experience (past 6 months) were more likely to obtain employment after six-months of follow-up
than those who had not.60 A 2018 Netherlands study found participants who were employed at
diagnosis were more likely to be employed currently.59 A 2015 New York State study found
participants who had ever worked for more than a year were more likely to be currently employed.57
Jung et al. explored employment outcomes of PLWH who received vocational rehabilitation services in
2006. They found that participants who had spent more than 12 months in vocational rehabilitation
(VR) services were less likely to obtain employment than those who spent less than 12 months in VR
services.65 In summary, there is some support that recent and prolonged work experience is associated
with current employment and that prolonged utilization of VR services is negatively associated with
employment.
Findings across studies assessing the associations between employment and sociodemographic,
health, public benefits, and work history variables are inconsistent overall. More research needs to be
completed to understand employment disparities for PLWH, especially among US populations. No
studies have been published in the US utilizing representative samples. This research could inform
appropriate interventions to decrease disparities and to overall increase employment among PLWH.

Work Readiness Interventions/Supports and PLWH
In the US, current health status is not what usually prevents PLWH from returning to work;
greater barriers include loss of benefits, adequate health insurance, stigma, out of date job skills, and
large gaps in employment history.35, 39, 41, 69 Targeted work readiness programs for PLWH is an
important approach to help PLWH overcome their unique barriers to work, such as the psychosocial
impact of years of unemployment/no work experience, adjusting to independence from entitlements,
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navigating disclosure, confidentiality, properly using leave time, and negotiating reasonable
accommodations.70
PLWH Use of Vocational Rehabilitation Services
PLWH receiving SSI/SSDI, as well as those with learning disabilities and various other
health and psychological conditions, are eligible to receive Vocational Rehabilitation services (VR).
Rehabilitation services for PLWH help with "managing disablement such as adverse effects of
medications, fatigue, pain, cognitive problems, and issues related to income and vocational support."71 p.
458

It has been established that VR counselors know little about the needs of PLWH, leading to countries

developing practice guidelines for VR counselors for PLWH, including Canada and the Netherlands;
currently the US does not have practice guidelines.71-73
VR services are underutilized and largely unknown among PLWH. Jung and Bellini
compared and assessed various state and national VR datasets.74 They found that between 2002-2007
only 9% of eligible unemployed PLWH utilized VR services.74 Even more alarmingly,
eligible PLWH were accessing VR services at rates 4-6 times lower than people with all other
disabilities.74 Approximately 22-27% of PLWH who qualified for VR services had ever used
them.19, 73, 75 These findings can partly be explained because many PLWH were unaware
that VR services exist. The National Working Positive Coalition-Vocational Development and
Employment Needs Survey (NWPC-VDENS), a national survey that recruited individuals from
ASOs, found that only 30% of respondents were aware of VR services.19 Lastly, between 2002-2007,
approximately 20-25% of VR consumers who exited the VR program obtained employment; this
compares to 45% of people found in a longitudinal study of people with all disabilities.74, 76
Jung and Bellini found that approximately 70% of the VR consumers living with HIV who did
not receive employment at closure had their cases closed for the following three reasons: 1) unable to
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locate or contact, 2) failure to cooperate, or 2) refused further services.74 All three of these factors relate
to a person choosing to discontinue services. PLWH face various barriers to work and perhaps were not
ready to face them once commencing VR services or perhaps did not feel comfortable receiving services
at the VR facilities. Research has shown that some PLWH only feel comfortable receiving services at
ASO's.31 The overall low participation rate of PLWH in VR services shows that VR counselors have
little experience with PLWH and perhaps are unable to meet their needs.
Jung et al. did a separate analysis concerning which VR services led to employment for PLWH
between 2002-2007.65 The only service that consistently predicted employment over the four years was
job placement. Job search assistance, on-the-job supports, and maintenance predicted employment four
out of six years and counseling/guidance, transportation, and information and referral had inconsistent
findings. Research has shown that among PLWH and other disabled groups who use vocational
rehabilitation services, direct job placement and on the job support most consistently supported an
employment outcome.65, 77
Conyers and Boomer assessed data from the NWPC-VDENS to examine the role VR access had
on the goals and objectives of the National HIV/AIDS Strategy.78 Through the use of structural equation
modeling, they found use of VR services had a significant (p <. 001) direct effect on access to job
support services, access to care, and to healthier behaviors, all objectives of the National HIV/AIDS
Strategy. The authors believed the main finding of the study was that reduced HIV stigma is a key
mediator to accessing VR services. It was assumed that job confidence would have a direct effect on VR
use, but in actuality it was found that job confidence had a direct effect on reduced stigma and an
indirect effect on use of VR service.78 Job confidence was measured through a scale that asked for
personal confidence ratings regarding job-seeking skills, asking for accommodations, ability to keep a
job, and general self-esteem. The authors believed this a significant finding for ASO's because it showed
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the importance and relevancy of job readiness and job support programs for PLWH before they enter
VR programs. In addition, it demonstrated that ASO job readiness programs should have components
that address stigma. Some VR programs offered job readiness components, but they were not universally
utilized and are not specifically designed for the unique needs of PLWH.77 Conyer and Boomer's study
was landmark because it examined the relationships between health and VR use, which is an important
contribution to research regarding recommended tactics in the National HIV/AIDS Strategy.78
Work Readiness Interventions for PLWH
There has been a dearth of literature assessing the impact of work readiness programs for
PLWH; since the introduction of HAART only eleven studies on US based work readiness programs for
PLWH have been published.21, 31, 43, 79-85 Studies included one randomized controlled trial, eight quasiexperimental studies and two qualitatively assessed programs; two additional published works described
program development and implementation experiences.86-88 Sample sizes ranged from seven to 286.
The interventions were based in various theoretical frameworks and utilized three modalities, individual,
group, and a combination of the two. Most programs aimed to help PLWH receive part-time or fulltime employment, as well return-to-work efforts including activities such as volunteering, job training,
and education. Due to the variety and relative weakness in the study designs of the interventions, it is
counterproductive to compare their program effects, but it is important to compare their methodologies.
Programs contained some or all the following components: vocational development (9), structured work
readiness groups (5), and direct work placement (4). The vocational development programs provided a
range of services, including vocational assessments, assistance with the development of employment
goals and assistance with job search, resume writing and interview techniques.21, 31, 43, 79-85 The
structured work readiness groups provided vocational development services with the addition of weekly
groups aimed at preparing participants for the unique challenges of work associated with living with
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HIV. Topics included HIV and disability legal rights, benefits counseling, assistance towards
appropriate disclosure, stigma, managing medications and appointments while working, safer sex,
nutrition, and patient-physician communication.43, 81-84 In addition, some groups discussed managing
mental health and disabilities and some included sessions aimed at soft skills, such as time management
and communication skills.81-84
This final group of programs utilized supported employment, also known as place-then-train.89, 90
These programs aimed to place their participants into work as soon as possible and to then provide on
job the support.21, 85-87 Supported employment programs work under the assumption that training
programs have a deeper impact by teaching people "skills for success in their immediate
work...environment."90 p. 334 Comparatively, typical VR services try to prepare people for work
challenges before entering the workforce. The supported employment HIV programs provided
individual-level benefits counseling and help with managing disabilities on the job, but they did not
provide group components addressing psychosocial factors. Many PLWH have gaps in their work
histories and supported employment programs help to circumvent this barrier. Work programs based on
the supported employment model have proven to be more successful for people with psychiatric
disabilities than train-then-place and state VR programs containing direct work placement have also
proven to be more successful.65, 77, 89, 90 Psychiatric disabilities are common amongst PLWH.
In program development and evaluation, mediators are the variables a program aims to directly
impact, which will in turn influence the outcome of influence.91-93 In the example of vocational
development programs for PLWH, mediators are the various psychological (i.e. self-esteem, selfefficacy, stigma) and job readiness skills (i.e. job seeking skills, soft skills, problem solving ability) that
are assumed to impact whether someone can search, obtain, and sustain employment. The lack of
assessment of important employment mediators in vocational development interventions is a large gap

17

in the HIV employment literature. These mediators were components of many of the above programs
but were only assessed in three of the interventions.43, 82, 84 Vocational development programs need to
be examined with a wider lens, enabling a better understanding of how they are shaping PLWH, as well
as if they are helping PLWH enter or reenter the workforce.
Goldblum and Kohlenberg developed a theoretical model to be utilized in vocational
development programs for PLWH who are considering reentering or entering the workforce called the,
“client-focused considering work model for people living with HIV.”94 The model applies Prochaska
and DiClemente Stages of Change to the phases of considering work (contemplation, preparation,
action, resolution).94 Additionally, it emphasized the importance of weighing the impacts of returning to
work on the medical, psychosocial, financial/legal, and vocational domains of influence.95 The model is
client focused and stressed that the decision to work is made by the client; choosing not to work does not
suggest failure. For some PLWH employment may not be the appropriate outcome and therefore
capturing the impact on employment mediators are critical to assessing program effectiveness. In order
to increase federal and state funding for vocational interventions for PLWH and to decrease the large
unemployment rates amongst PLWH, ASOs need to evaluate and publish their vocational development
interventions, including peer training and peer internship programs.

Peer Workers
Peer workers utilize their personal experiences to help others.96 They share the same
demographic characteristics (gender, age, race/ethnicity), lived experiences (i.e. men who have sex with
men, injection drug use, commercial sex work) and/or community membership.97, 98 Peer education is an
“umbrella term used to describe a range of interventions where the educators and the educated are seen
to share something that creates an affinity between them.” 99 p. 564 Peer-based interventions are designed
for people of all ages and employ a variety of methods including group and one-on-one learning.100-102
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They are characterized by interactive and participative learning, as compared to typical didactic
classroom learning.99, 103 White et al. expanded on this definition with a focus on health education, peer
health education (PHE) is “teaching or sharing of health information, attitudes, values, and behaviors by
members of group who are similar…”104 p. 497
Peer-based models have targeted a variety of health behaviors including smoking, drug use,
condom use, eating, medication adherence, breast feeding, alcohol use, and sex.99, 100, 102, 103 Peers
interventions commonly occur in the prevention and treatment of mental health disorders, addictions,
and chronic conditions.96 They are used because peers can provide appropriate norms and people are
more likely to emulate a behavior if their model is a realistic figure for self-comparison.99, 101, 103
Additionally, they can access communities ways that medical and behavioral health professionals
cannot; sometimes being the only people with an ability to gain entree to a community, such as with
drug users and sex workers.
Turner and Shepard’s review of the peer education literature found 10 frequently used
justifications for the utilization of peers: 1) It is more cost-effective than other methods; 2) Peers are
credible sources of information; 3) Peer education is empowering for those involved; 4) It utilizes an
already established means of sharing information and advice; 5) Peers are more successful than
professionals in passing on information because people identify with their peers; 6) Peer educators act as
positive role models 7) Peer education is beneficial for those providing it; 8) Education presented by
peers might be acceptable when other education is not; 9) peer education can be used to educate those
who are hard to reach through conventional methods; and 10) Peers can reinforce learning through
ongoing contact.103
Over the past two decades, peer training has become more structured and the roles of peer
workers have become more formalized. State and national certifications have been created. According
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to the Substance Abuse and Mental Health Association, peer support services in behavioral health
became a Medicaid billable service in the state of Georgia in 1999 and expanded nationally in 2007.96 In
order for peers to provide reimbursable services they are required to be state certified. In 2012, Georgia
was the first state to bill for peers in health and wellness services and in 2014 this was expanded
nationally to states with certification processes.96
HIV Peer Interventions
People living with HIV in the United States are often members of stigmatized groups, including
LGBTQ individuals, people of color, and injection drug users; since the inception of the HIV epidemic
peer educators of shared lived experiences have been utilized in HIV treatment and prevention.97
Although HIV peer workers do not always have an HIV diagnosis, they do share a stigmatized lived
experience with the community they work in. Peer workers have provided a variety of services
including, health education, psychosocial support, case finding, community outreach, navigation to
medical appointments, and treatment adherence.105 Recommendations from the 2015 New York State
Blueprint for Ending the AIDS Epidemic led to the creation of the New York State HIV peer
certification. The Blueprint stated that the creation of a certified peer workforce would not only increase
culturally competent services to PLWH, but also enhance employment opportunities for PLWH at
livable wage.106

Importance of this Research
Peer delivered services in health and wellness programs have been eligible for Medicaid
reimbursement in states with peer certifications since 2014.96 This has led to the professionalization and
expansion of the HIV peer workforce. Is peer work a gateway to full-time employment and are HIV peer
programs designed for this function? What are the barriers and facilitators to full-time work for peers
living with HIV? Most studies regarding barriers for employment took place between 1998-2008 (the
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early HAART era). During this era, the most commonly reported obstacles to employment related to
medication and its accompanying side-effects, as well as increased sickness related and unrelated to
their HIV. During the second decade of HAART, medications were simplified, including a reduced pill
burden and lower toxicity, remarkably decreasing barriers and side-effects.107 Have the barriers and
facilitators to work changed over the past decade? This dissertation explores these questions among a
population of peer workers.
Are certain sociodemographic characteristics of PLWH more highly associated with employment
or the desire for employment? Whereas internationally there have been several published studies
concerning employment disparities among PLWH, few have been published in the US and none among
peer workers. This dissertation examines if there is an association between the desire to seek full-time
employment and specific demographic characteristics, work histories, and benefits received.
Although there are many published studies about the impact of peer programs on clients, the literature
does not describe the impact of peer programs on the peer themselves. Additionally, since the advent of
HAART there has been less than a dozen US evaluated programs in the literature aimed at helping
PLWH enter or reenter the workforce.2-10 Most of the studies assessed only work outcomes and not the
important employment mediators, such as psychological outcomes (i.e. self-esteem, self-efficacy,
decreased stigma) and job readiness skills (i.e. job seeking skills, soft skills, problem solving).3,7,9
Work readiness programs need to be examined with a wider lens, enabling a better understanding of
how they are shaping PLWH emotional and physical well-being, as well as if they are helping PLWH
enter or reenter the workforce. This study assesses the impact of participating in a peer HIV training
program on various employment mediators.
Currently, federal HIV monetary pipelines such as the CDC and NIH do not fund workforce
training. Lamonte Scales, a public health analyst in the CDC’s Division of HIV/AIDS, stated at the

21

“Institute on HIV and Employment,” a daylong pre-conference for the 2016 United States Conference
on AIDS, that workforce training initiatives are not currently funded by the CDC because there is
currently no data to support the concept that workforce training improves health outcomes for PLWH.
Implementing theoretically based vocational development interventions for PLWH is critical for future
funding opportunities. This is the first study to apply the client-focused considering work model for
PLWH to a peer program. The researchers sought to expand the model to include specific peer program
protocols and tools that can be used to help facilitate individuals through the various phases of work and
to properly assess the impact of change on the domains of influence.

Structure of this Dissertation
This dissertation presents its findings in three unique papers, each paper examines one specific
aim and utilizes different research methods. All research was conducted with participants of a HIV peer
program at an AIDS Service Organization in New York City. In Chapter 2, I present findings on the peer
program’s December 2018 evaluation survey. The survey combined various validated measures and
demographic questions to assess health, work and psychosocial outcomes of participants. To assess
which demographic, work history, benefits received, and work preparedness activities were associated
with peers wanting to enter full-time work, a forced entry hierarchical logistic regression analysis was
used. In Chapter 3, I describe a longitudinal evaluation of the peer training and internship program. The
study assesses for behavioral and emotional psychosocial impacts of participating in the program. In
Chapter 4, I present findings from a focus group study that describes the experiences of the participants
in the peer program through the lens of Goldblum and Kohlenberg’s “client-focused considering work
model for PLWH.”94 The study assesses if the model can be tailored to HIV peer programs and
provides recommendations on how to modify the model for peer programs. Additionally, barriers and
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facilitators to full-time work are described as perceived by participants. Lastly, in Chapter 5, final
overall conclusions and future directions are discussed.

Research AIMS
This dissertation explores many of the shortcomings of the current research on employment and
PLWH through an examination of peer workforce development program in New York City. The goal of
this research is to 1) update knowledge on barriers and facilitators to work for PLWH, 2) understand
who workforce development programs should be targeting in order to maximize the employment of
PLWH, 3) test the impact of workforce development on psychosocial outcomes of PLWH, and 4) tailor
the client-focused considering work model to HIV peer programs.
AIM 1: To determine which lived barriers and facilitators to work are related to an HIV peer
educator’s intention to seek full-time employment in the next year.
•

Hypothesis 1: Higher age, less than a high school degree, and having a felony conviction will be
associated with not having an intention to seek full-time employment in the next year.

•

Hypothesis 2: Receiving SSI/SSD benefits and HASA housing assistance will be associated with
not having an intention to seek full-time employment in the next year.

•

Hypothesis 3: Ever worked full-time, employment in the past two years, less than two years as a
peer, and completion of the New York State Peer Certification will be associated with an
intention to seek full-time employment in the next year.

•

Hypothesis 4: Participants who want full-time employment in the next year will have completed
more work preparedness activities than those who did not want full-time employment.

AIM 2: To determine if participation in a peer training program and peer program improves
behavioral and emotional psychosocial outcomes.
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•

Hypothesis 1: Between the baseline survey and training completion survey participants would
have a decrease in the emotional psychosocial inventories of HIV internalized stigma, and
depression.

•

Hypothesis 2: Between the baseline survey and training completion survey participants would
have an increase in the behavioral psychosocial inventories of HIV Medication Adherence and
Physician Communication and a decrease in safer sex communication apprehension.

•

Hypothesis 3: Between the baseline survey and 6-month peer internship survey participants
would have an increase in self-esteem.

AIM 3: Explore through focus groups how a peer program applies the Client-Focused
Considering Work Modeling, including the client-focused approach, participant perceptions on
the four domains of influence, and the impact of program components on helping participants
move through the four phases of considering work.
•

Sub-aim 3a: Identify features of the peer program that apply to the client-focused approach,
including the principles of self-determination, self-efficacy, and consumer directed
empowerment.

•

Sub-aim 3b: In each domain of influence identify which barriers to work recognized in the earlyHAART literature (1998-2010) are work barriers for focus group participants and which are not.

•

Sub-aim 3c: Examine how features of the peer program assist in helping focus group participants
work through the four phases of considering work.

•

Sub-aim 3d: Expand on the client-focused considering work model in order to best apply it to
HIV peer programs through lessons learned from focus group findings.
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Chapter 2 - Demographic, work history, benefits, and work preparedness
activities associated with a desire for full-time employment among HIV
peer workers
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Abstract
This study sought to understand associations between certified peer work in New York City and the
desire for full-time employment. Study participants were 76 PLWH working as part-time peer workers
at a medium-sized AIDS Service Organization (ASO) in New York City. This study assessed the impact
of demographics, benefits received, and work history on the desire for full-time employment.
Additionally, it measured the number of work preparedness activities individuals participated in.
Approximately 54% of participants (n = 41) reported a desire to work full-time in the next year. A
forced entry hierarchical logistic regression analysis was conducted to determine the relation between
the desire to seek full-time employment in the next year and selected variables. Receiving social security
benefits was significantly associated with not wanting to work full-time in the next year and having a
high school diploma was significantly associated with wanting full-time employment in the next year.
No other demographic or work-related variables retained significance. Compared to those not receiving
social security benefits, participants receiving benefits had .20 times the odds of wanting to work fulltime in the next year (95% CI = .05-.84, p < .03). Those with a high school diploma had 11.25 times the
odds of wanting to work full-time in the next year as compared to those who did not (95% CI = 1.2998.35, p < .01). In addition, those who wanted to gain full-time employment were participating in more
work preparedness activities that those who did not. An independent-samples t-test found a significant
difference in the number of work preparedness activities for those who wanted to work full-time in the
next year (M = 3.88, SD = 1.1) than those who did not (M = 2.89, SD = 1.32); (t -3.6, p < .001). This
was the first study to assess desire for full-time employment among a sample of HIV peer workers;
implications for certified peers and full-time employment will be discussed.
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Introduction: Employment Among People Living with HIV/AIDS
HIV is no longer defined as a terminal disease, but instead as a chronic and manageable
condition.1 Since the introduction of Highly Active Antiretroviral Therapy (HAART) in 1996, HIV
disease advancement can be successfully delayed by reducing both mortality and morbidity outcomes
associated with HIV infection. In 2004, HAART medications were simplified through reduced pill
burden and lower toxicity, remarkably decreasing side-effects.2, 3 Medical advancements in HIV care
should have reduced barriers to employment for PLWH, but employment rates for PLWH have
remained low. The Medical Monitoring Project, the largest nationally representative US survey
assessing clinical and behavioral characteristics of PLWH, estimated only 47.7% of PLWH were
employed in 2017, as compared to 62.9% in the general population.4, 5 Annual medical costs for people
living with HIV (PLWH) were estimated at $26,000-$37,000; HAART prescriptions accounted for
approximately 70% of costs.6 For decades a prime barrier to work for PLWH in the US has been the
fear of losing benefits.7-17 A significant proportion of US PLWH receive public benefits. In 2017, 18.6%
PLWH collected Supplemental Security Income (SSI) and 25.1% received Social Security Disability
Insurance (SSDI) (social security benefits given to individuals deemed disabled by a medical
professional); 63.5% received public health insurance benefits.18 Each year over 500,000 PLWH
receive Ryan White services (US government funded medical and support benefits, such as food,
housing and psychological services for PLWH).19
In 2017 it was estimated that 1.1 million people in the United States were living with HIV and
90% were of working age (20-64).20 Employment is a significant social determinant of health; it can
have a positive influence on the health and wellness of PLWH.21, 22 Employment impacts a variety of
factors related to health, including earned income, access to healthcare, and social connectedness.
Studies have found PLWH who work have a higher quality of life than those who are unemployed, even
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after controlling for CD4 and viral load.23-25 They have significantly better morbidity outcomes, such as
increased CD4 counts, memory skills, personal ratings of health, and psychological well-being.13, 26-32 In
addition, employed individuals have better medication adherence, making employment a possible HIV
intervention and prevention tool.31, 33 Some studies have found adverse impacts of employment for
PLWH particularly, a Canadian study found that the quality of employment impacted depression.34
Employed PLWH who had experienced adverse psychosocial work experiences, had similar rates of
depression as unemployed individuals.34
Employment disparities amongst PLWH in the US is not well understood. The Medical
Monitoring Project did not collect information regarding employment among PLWH until 2014;
employment outcomes by specific groups have never been reported. Some small US studies and
international population level studies have assessed for employment disparities. Across studies, higher
levels of education, good physical health, and prolonged work histories have been associated with
employment, whereas having received public cash benefits has been associated with unemployment.26,
35-47

Demographic variables, such as gender, race, age have had mixed results. 26, 35-38, 40-48 Study

designs investigating variables associated with employment in the US have been weaker than
international studies, where population level data for PLWH is more readily available. Most US studies
utilized convenience samples. No US studies have matched HIV individuals with the general
population, allowing for a more effective means of assessing for employment disparities.
HIV Peer Workers
Peers are defined as people who have shared demographic characteristics (gender, age,
race/ethnicity), lived experiences (i.e. men who have sex with men, injection drug use, commercial sex
work) and/or community membership.49, 50 Peer health education (PHE) is “teaching or sharing of health
information, attitudes, values, and behaviors by members of group who are similar…”51 p. 497 Peer

34

interventions commonly occur in the prevention and treatment of mental health disorders, addictions,
and chronic conditions.52 Peer-based interventions have targeted a variety of health behaviors, including
smoking, drug use, condom use, eating, medication adherence, breast feeding, alcohol use, and sex.53-56
PLWH in the United States are often members of stigmatized groups, including LGBTQ
individuals, people of color, and injection drug users; since the inception of the HIV epidemic peer
educators of shared lived experiences have been utilized in HIV treatment and prevention.49 Although
HIV peer workers do not always have an HIV diagnosis, they do share a stigmatized lived experience
with the communities they work in. HIV peer workers, provide a variety of services including, health
education, psychosocial support, case finding, community outreach, navigation to medical appointments,
and treatment adherence.57 According to the Substance Abuse and Mental Health Services Association
(SAMHSA), peer delivered services in health and wellness became Medicaid reimbursable for states
with peer certification processes in 2014.52 As a result of the 2015 New York State Blueprint for Ending
the AIDS Epidemic, New York State began a HIV, HEP C, and harm reduction peer certification
starting in 2016.58 The Blueprint stated that the creation of a certified peer workforce would not only
increase culturally competent services to PLWH, but also enhance employment opportunities for PLWH
at a livable wage.59
The study described in this chapter explored associations between certified peer work in New
York City and the desire for full-time employment. Study participants were PLWH working as part-time
peer workers at a medium-sized AIDS Service Organization (ASO) in New York City. Ninety-six
percent (n = 73) of the study’s participants had received their NYS state peer certification or wanted it.
This study sought to examine if individuals with the NYS peer certification (or in process) wanted fulltime employment. It further explored which demographic and past job characteristics were associated

35

with the desire to seek full-time employment and which work preparedness activities participants were
partaking in (i.e. updating resumes, applying for jobs, receiving vocational services, etc.).
The following hypotheses will be explored:
•

Hypothesis 1: Higher age, less than a high school degree, and having a felony conviction will be
associated with not having an intention to seek full-time employment in the next year.

•

Hypothesis 2: Receiving SSI/SSD benefits and HASA housing assistance will be associated with
not having an intention to seek full-time employment in the next year.

•

Hypothesis 3: Ever worked full-time, employment in the past two years, less than two years as a
peer, and completion of the New York State Peer Certification will be associated with an
intention to seek full-time employment in the next year.

•

Hypothesis 4: Participants who want full-time employment in the next year will have completed
more work preparedness activities than those who did not want full-time employment.

Methods
Participants
Study participants were HIV-positive peer interns at a New York City based ASO. To qualify
for the peer internship individuals were required to be adherent to their HIV medications, compliant with
primary care physician appointments, stably housed, and in recovery from drugs and alcohol for at least
12 months. Study participants were involved in various direct and indirect HIV service positions,
including group facilitation, counseling, testing, patient navigation, outreach, security, and food service.
Depending on the internship placement and the type of public benefits received, participants worked 1520 hours a week and earned $500, $1070, or $1300 stipend each month.
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Data Collection
The Peer Health and Psychosocial Survey was a biannual evaluation survey created by the
agency to evaluate the peer program. Peer interns were asked to complete the survey at the end of each
6-month peer internship cycle. Participation was voluntary and they were not provided with an
incentive. The survey utilized survey-monkey, a web-based survey tool. Participants completed the
survey either on their cell phone or home or work computer. They received a link in their e-mail or
completed it directly from the survey monkey website with the program evaluator present. Informed
consent took place during the survey. Participants were informed that the survey would be utilized to
evaluate the peer program. E-mail addresses were removed before survey data was received for
analysis. No other identifiable data was collected. The current study is an analysis of the December 2018
survey.
Measures
Sociodemographic. Age was coded as an ordinal variable; participants reported their age and it
was categorized as, 25-39, 40-49, 50-59, and over 60. Gender Identity was a nominal variable,
including “Man,” “Woman,” “Trans Woman” or “Trans Man.” Race/Ethnicity was a nominal variable.
Participants were given the following choices for race/ethnicity and asked to check all that apply,
“Black/African American,” Hispanic/Latino,” “White/Caucasian,” “Native American/Eskimo,” Middle
Eastern/Arab,” “Asian/Pacific Islander/Native Hawaiian,” and “Other.” During statistical analysis race
was transformed into Black-only, Hispanic-only, and White and Mixed (mixed race/ethnicity
individuals, White and all other races). For statistical power reasons, the three White participants were
combined with mixed race and other race individuals. Sexual identity was a nominal variable
transformed into binary variable for analysis. Participants were asked “What is your sexual identity?”
and choices were, “Straight/heterosexual,” “Gay/lesbian,” “Bisexual,” and “Unsure.” During statistical
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analysis sexual identity was recorded as “Straight/heterosexual” for those who answered as such and
“LGBTQ” for all others. Education was a nominal variable transformed into a binary variable for
analysis. Participants were asked, “What is your highest degree or level of school you have completed?”
and response choices were, “Less than 8th grade,” “Less than high school,” “High school graduate or
GED,” “Some college,” “Technical college or associates degree,” “College graduate,” and “Graduate
school.” During statistical analysis education was recoded as “High school degree” and “less than high
school degree.”
Public Benefits. Medical public assistance was a nominal variable transformed into a binary
variable for analysis. Participants were asked, “What medical public assistance/benefits programs
provide you with support?” with the following choices, “none,” “ADAP,” “dually enrolled
Medicaid/Medicare,” “Medicaid Only,” “Medicare Only,” “insurance from the Obamacare exchange,”
“employer insurance from a spouse or partner,” and “other.” Those who received ADAP, Medicaid,
and/or Medicare were recorded as receiving public medical benefits. NYC cash assistance was recoded
into a binary variable for analysis from the question, “What cash and food public assistance/benefits
programs provide you with support?” Response choices were “none,” “HASA Cash Assistance,” “SSI,”
“SSDI,” “TANF (Welfare),” “unemployment insurance, disability insurance, pension/retirement fund,”
“food stamps/SNAP,” and “other.” Participants were told to select all that apply. Those who selected
HASA Cash Assistance, TANF, or Food Stamps/SNAP were reported as having NYC cash assistance.
Those who reported SSI or SSDI were recoded into the binary SSI or SSDI variable. Housing
assistance was recoded into a binary variable for analysis from the question, “What housing public
assistance/benefits programs provide you with support.” Response choices were: “none,” “HASA,”
“Section 8,” “HOPWA,” “living in a public housing facility,” “scattersite or other supportive housing”
and “Other,” those who responded to a specific housing type were coded as housing assistance. Felony
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Conviction was a binary variable that came from the question, “Have you ever been convicted of a
felony;” response choices were yes or no.
Work and Peer Experience. Time since last work was recoded into binary outcome for analysis
and determined from the following question, “When did you last work for pay? (excluding being a
stipend peer or in an illegal business).” Response choices were, “past 6 months,” “past year,” “past 1-2
years,” “past 2-5 years,” “past 5-10 years,” “over 10 years ago,” and “never;” those who responded as
past 6 months thru 2-5 years was determined as “work in the past 5 years” and everyone else was
recoded as no work in the past 5 years. Full-time work experience came from the question, “What kind
of work did you do?” and the responses were: “I have never worked,” “I worked as a Peer at another
agency,” “I have had part-time jobs,” “I have had full-time jobs,” “I have worked off the books,” and “I
have worked in illegal areas, such as the drug or sex trade.” During analysis response choices were
recoded as a binary outcome, those who responded to “I have had full-time jobs” were determined to
have had full-time work experience and other response choices as no full-time job experience. Years as
a peer was recoded into binary outcome for analysis and came from the question, “What year did you
become a peer?” During statistical analysis the variable became “peer for less than two years” and “peer
for over two years.” Completion of New York State HIV Peer Certification came from the question,
“have you completed or are you in the process of completing the New York State HIV Peer
Certification;” choices included, “yes,” “no,” and “in progress.” During statistical analysis the variable
was recoded in a binary outcome with response types, “yes completed” or “not completed.”
Work Preparedness Activities: Currently enrolled in advanced education came from the
following question, “are you currently enrolled in school?” choices were, “not currently enrolled in
school,” “full-time,” “part-time” and “vocational/trade/certificate/job training program.” During
statistical analysis participants who selected “not currently enrolled in school” were coded as not
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currently enrolled and all other conditions were coded as currently enrolled. Applied for a full-time job
in the last six months was a binary variable that came from the question, “Have you applied for a fulltime job in the past six months (at this agency or somewhere else)?” with response choices “yes” and
“no.” Received vocational services in the past six months was extrapolated during analysis from multiple
questions. Participants were asked, “Have you ever met with an OTDA counselor at this agency” and
“Have you met with any other employment agencies, including vocational rehabilitation services?” The
response choices for both questions were “yes” and “no.” Respondents were then asked, “If yes, when”
and response choices were “past three months,” “three to six months ago,” “six months to one year ago,”
and “over a year ago.” Participants who responded yes to receiving services at this agency and/or other
vocational services and “past three months” or “three to six months ago” were coded positively in the
binary outcome, “received vocational services in the past six months.” Attended a job fair in the past
six months was a binary variable that came from the question “Have you attended a job fair in the past
six months?” and response choices were “yes” and “no.” Updated resume in the last six months was
extrapolated from two questions, “Do you have a resume” (yes or no) and “When did you last update
your resume” (response choices were “in the past three months,” “three to six months ago,” “six to
twelve months ago,” and “over a year ago”). During statistical analysis the variable became a binary
variable, “Updated their resume in the past six months” and “did not update their resume in the past six
months.” For Completed NYS Peer Certification or in process, please refer to the description of
“Completion of NYS Peer Certification” above. During statistical analysis it became a binary variable,
“Yes Completed or In Progress” and “Not in Progress.” Number of work preparedness activities was a
continuous variable created from adding together the six work preparedness activities described above.
Criterion Variable: Desire to work full-time in the next year

40

The main outcome of the study, desire to work full-time in the next year (desire to work) was
extrapolated from two survey questions and recoded into a binary outcome. Participants were asked,
“other than the money you earn as a peer, would you like to find paid employment in the future?” and
response choices were “yes,” “no,” and “unsure at this time.” Those who responded no were
documented as not having the desire to work full-time. Those who responded yes or unsure were then
asked, “Are you interested in doing any of the following things, if so, when?” The choices were “going
to school,” “finding part-time paid work,” “finding full-time paid work” and “working full-time for this
agency.” The time frame choices were “in the next six months,” “in the next year,” “in the next two
years,” “after two years,” and “will never want.” Those who responded to finding full-time work or
working full-time for this agency in the next six months or next year were documented to have a “desire
to work full-time in the next year” (desire to work) and those who did not, were recorded as “not
wanting to work full-time in the next year.” Having a desire to work full-time in the next year will be
abbreviated to “desire to work” throughout the paper.
Statistical analysis
To determine the associations between the desire to work and sociodemographic variables (age,
race/ethnicity, gender identity, sexual identity, education), public benefits received (medical, NYC cash
assistance, SSI/SSD, and housing benefits), work history variables (years since last time employment,
full-time work experience, years as a peer, completions of the NYS peer certification), and felony
conviction; the authors conducted chi-square tests (p < .05) and independent t-tests (p < . 05). A forced
entry hierarchical logistic regression analysis was conducted to determine the relation between desire to
work in the next year and selected variables. An unadjusted odds-ratio was calculated for each variable
and all variables that had a p < .05 was retained for the model. Step one compared the following
demographic variables: age category, race, and education. To explore the relation between
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demographics and social security and desire to work and received social security benefits was added to
step two. Step three sought to explore the associations between work history and demographics and
desire to work; received social security was removed and years since last employment, years as a peer,
and felony conviction were added. Finally, step four sought to understand the relation between
demographics, work history, and benefits received on desire to work. All variables outlined above were
entered into the final step.
To determine the associations between the desire to work and work preparedness activities
performed (currently enrolled in advanced education, applied for a full-time job in the last six months,
received vocational services in the past six months, attended a job fair in the past six months, updated
resume in the last six months, and completed NYS peer certification or in process); the authors
conducted chi-square tests (p < .05). In addition, an independent t-test (p < .05) was conducted to assess
if a difference existed for the number of work preparedness activities completed by desire to work.

Results
Sociodemographic, health, and job history of program participants
Seventy-six individuals living with HIV completed the Peer Psychosocial and Health Survey.
The survey had an 89% return rate. Results are displayed in Table 1. Sixty percent of participants were
male (n = 45) and 40% female (n = 30). Fifty-four percent (n = 41) identified as straight and 46% as
LGBTQ (n = 25). Approximately 20% were between ages 25-39 (n = 15), 26% between 40-49 (n = 20),
37% between 50-59 (n = 28), and 17% were over 60 (n = 13). Sixty percent of participants identified as
Black (n = 41), 31% as Hispanic (n = 23), and 14% as Mixed (n = 8) or White (n = 2). Eighty-two
percent (n = 62) of participants had a high school diploma. All but two participants received medical
benefits (n = 74), 91% received housing benefits (n = 69), 87% (n = 66) received cash assistance (NYC
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cash assistance for people living with HIV or food stamps), and 40% received SSI or SSDI (n = 30).
Twenty-nine percent of participants had a felony conviction (n = 21).
Approximately 54% of participants (n = 41) reported a desire to work. Almost 50% of
participants had never worked (n = 17) or had not worked in over 10 years (n = 19), over a quarter had
worked in the past two years (n = 20), 14% in the past two to five years (n = 11), and 11% five to ten
years (n = 9). Fifty-four percent had ever had a full-time job (n = 41). One-third of participants (n = 25)
had been a peer for less than two years, another third (n = 24) two-five years, and the last third over five
years (n = 27). Approximately 37% of peers (n = 38) had completed the New York State HIV
Certification and 63% had not (n = 47).
Differences by Group
Chi-squared tests of independence were calculated to compare demographic and work history
characteristics by desire to work; results can be found in Table 1.
Demographics. A significant association with a desire to work was found for age and education,
but not for other demographic characteristics. Those who had a desire to work were more likely to have
a high school diploma (63%) than those who did not (37%). Those who had a desire to work were more
likely to be under age fifty (52%) as compared to those who did not (29%).
Benefits. A significant negative association was found for those having received SSI and/or SSDI
benefits, but not for other types of benefits; 60% of those who said they did not have a desire to work
received SSI and/or SSDI as compared to 23% amongst those who had a desire to work.
Felony. A significant association was found for those with a felony conviction, 41% of people
who did not have a desire to work had a felony compared to 18% of those who had a desire to work.
Work History. A significant association was found for time since last employment and years as a
peer, but not for other work history variables. Fifty-seven percent of those who had a desire to work had
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been employed in the past five years as compared to 23% of those who did not. Sixty-six percent of
those who did not have a desire to work had never worked or had not worked in the past 10 years as
compared to 32% of those who had a desire to work. Forty-nine percent of participants with who had a
desire to work were a peer for under two years, as compared to 14% of those who did not report a desire
for full-time employment in the next year. Fifty-seven percent of participants who did not have a desire
to work had been a peer for over five years as compared to 17% of those who had a desire to work.
Unadjusted Odds-Ratio
To decide which variables would be included in the step-wise logistic regression model
unadjusted odds-ratios were calculated; results can be found in Table 2.
Demographics. Being aged 25-39, “White and Mixed” race/ethnicity, and having a high school
diploma, emerged as demographic variables that were significantly associated with having a desire to
work. Participants aged 25-39 had 9.0 times the odds of wanting to work full-time in the next year
(95% CI = 1.6-50.69, p < .01) as compared to those over 60. There was no statistical significance
between other age categories. Participants who were part of the “White and Mixed” race/ethnicity group
(multiple races and white) had 6.42 times the odds of desire to work as compared to participants who
identified as Black (95% CI = 1.25-32.83, p < .03). As compared to those without a high school
diploma, those with a high school diploma had 10.17 times the odds of having a desire to work as
compared to those who did not (95% CI = 2.09-49.51, p < .004). Gender and sexual identity were
unrelated to desire to work.
Benefits. A significant association was found for those having received social security benefits,
but not for other types of benefits. As compared to those who had not received social security benefits,
participants who had received social security benefits decreased the odds of having a desire to work in
the next year by a factor of 0.19 (95% CI = .07-.53, p < .001).
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Felony. Having a felony conviction decreased the odds of having a desire to work by a factor of
.31 (95% CI = .11-.91, p < .03) as compared to those without a felony conviction.
Work History. Multiple employment related variables were found to be significant. Employment
in the past two years had 7.20 times the odds (95% CI = 1.68-30.80, p < .008) and employment in the
past 2-5 years had 6.40 times the odds (95% CI = 1.18-34.61, p < .03) of reporting desire to work as
compared to those who had never worked. As compared to those who had reported being a peer for over
five years, participants who reported being a peer for under two years had 11.43 times the odds (95% CI
= 3.10-42.12, p < .001) and those who reported being a peer for two-five years had 4.00 times the odds
(95% CI = 1.23-13.06, p < .001) of having a desire to work.

Having completed the New York State

peer certification did not have an association with having a desire to work.
Hierarchical regression model
Results from the hierarchical logistic regression model can be found in Table 3. Step 1 of the
hierarchical logistic regression model tested the impact of demographic variables on desire to work; age,
race/ethnicity, and education. Being aged 25-39 and having a high school diploma, emerged as
significantly associated with having a desire to work. Participants aged 25-39 had 16.53 times the odds
of desire to work (95% CI = 2.01-136.23, p < .001) as compared to those over 60. Those with a high
school diploma had 2.72 times the odds of a having a desire to work as compared to those who did not
(95% CI = 2.21-103.32, p < .006). Race, however, was unrelated to having a desire to work.
Step 2 of the hierarchical regression tested the impact of having received social security benefits
on desire to work; step 1 variables were retained and having received social security benefits was added
to step 2. After controlling for age, race, and education those who had received social security had 0.24
times the odds of a having a desire to work (95% CI = .07-.82, p < .02) as those who had not received
social security benefits. Education and being aged 25-39 retained significance; those with a high school
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diploma had 14.33 times the odds of having a desire to work as compared to those who did not (95% CI
= 1.96-104.58, p < .02) and participants aged 25-39 had 10.93 times the odds of having a desire to work
(95% CI = 1.15-103.88, p < .04) as compared to those over 60. Race was unrelated to having a desire to
work.
Step 3 of the hierarchical regression model tested the impact of work history variables on having
a desire to work; step 1 variables were retained and years since last employment (under 5 years or over),
years as a peer at the agency (under 2 years or over), and felony conviction were added to step 3. No
added variables were significantly associated with having a desire to work. Education retained
significance; those with a high school diploma had 11.62 times the odds of having a desire to work as
compared to those who did not (95% CI = 1.33-101.10, p < .03). No other demographic or work-related
variables retained significance.
Step 4 of the hierarchical regression tested the impact of demographic, social security benefits
received and work history variables on having a desire to work; all variables from steps 1-3 were
included in the model. Receiving social security benefits was significantly associated with having a
desire to work. As compared to those not having received social security benefits, participants who
were receiving social security disability benefits had 0.20 times the odds of having a desire to work
(95% CI = .05-.84, p < .03). Education retained significance, those with a high school diploma had
11.25 times the odds of having a desire to work as compared to those who did not (95% CI = 1.2998.35, p < .01). No other demographic or work-related variables retained significance.
Work Preparedness Activities
Overall, most participants were engaged in the New York State Peer Certification process, but a
low number of participants had completed the other work readiness activities (training/education or
direct job seeking behavior) in the past six months. Results can be found in Table 4. The work
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preparedness activities linked to direct job seeking behaviors had the following levels of participation in
the past six-months, 17% (n = 13) had applied for a full-time job, 40% had attended a job fair (n = 29),
and 50% of participants had updated their resume (n = 38). The work preparedness activities linked to
training/education had the following levels of participation, 12% (n = 9) were enrolled in advanced
education, 32% had received vocational services (n = 24) in the past six months, and 80% had reported
working towards their New York State Peer Certification or had completed it (n = 61).
Chi-squared tests of independence were calculated to compare work preparedness activities by
desire to work; results can be found in Table 4. Significant associations were found for updated resume
in the past six-months and applied for a full-time job, but not for other activities. Twenty-nine percent
of those who had a desire to work had applied for a job in the past six-months as compared to 3% of
those who did not have a desire to work. Sixty-eight percent of those who had a desire to work had
updated their resume in the past six-months as compared to 29% of those who did not have a desire to
work. Both activity types were directly related to seeking employment.
The total number of work activities by desire to work was examined; results can be found in
Table 5. Fifty percent of the participants (n = 38) completed two or three activities, 38% completed four
or five (n = 29), 6% completed all activities (n = 5) and 5% completed zero or one (n = 4). Chi-squared
tests of independence were calculated to compare number of work preparedness activities by desire to
work; results can be found in Table 5. There was a significant association found for the number of work
preparedness activities. Sixty-three percent of participants who had desire to work had completed foursix activities, whereas over 75% of participants who did not have a desire to work partook in zero-three
activities.
An independent-samples t-test was conducted to compare the average number of work
preparedness activities of participants who had a desire to work to those who did not. There was a
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significant difference in the number of work preparedness activities of those who had a desire to work
full-time (M = 3.88, SD = 1.1) and those who did not (M = 2.89, SD = 1.32); (t -3.6, p < .001). These
results suggest those who reported a desire to work were participating in more work preparedness
activities, both education/training and direct employment seeking behaviors.

Discussion
This study contributes to a small body of literature on employment and employment desires for
PLWH. Amongst the current study population, 53.9% of participants said they would like to be working
full-time in the next year. This finding was twice as high as the results from the 2012-2014 CHAIN
study and lower than Brooks et al.35, 47 The CHAIN study was a prospective study of representative
samples of PLWH who received HIV medical care or social services in New York City and the TriCounty [lower New York counties]).35 CHAIN found that among the 470 unemployed NYC
participants, only 23.7% were interested in acquiring any type of work; this sample included people who
were disabled and over 70, so perhaps the percentage would have been higher if those participants had
been excluded. Brooks et al. conducted a Los Angeles based study of 757 unemployed individuals who
were living with HIV and had received services at an AIDS Service Organization.47 Brooks et al. found
76% of participants wanted to work; the sample excluded persons retired and completely disabled.47
The current study found two variables to be significantly associated with a desire to work, having a high
school degree and not having received social security benefits; both findings were supported in the
literature. Current study findings will be discussed by analysis category; incorporated literature will
include studies that used employment desire and employment as outcomes. Only one US study assessed
for PLWH disparities and desire for work and therefore literature on disparities among employed PLWH
is included. Desire for work does not necessarily predict future employment, but intention is a predictor
of job seeking behavior.60
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Public Benefits
US studies on employment and barriers to work for PLWH have found that the fear of losing
benefits was one of the most common reasons to not seek employment.7-17 The two US studies that
examined the relationship between social security benefits and employment supported the findings of
this study. Brooks et al. found individuals who had not received social security benefits were more
likely to contemplate work and CHAIN found NYC residents who had not received social security were
significantly more likely to be employed.35, 47 This study found no association with desire to work and
public medical insurance, housing benefits received or NYC cash assistance. Over 85% of the study
population received each of these benefits and therefore a larger sample size is needed to understand the
relationship between those benefits and the desire for full-time employment.
This study and Brooks et al. and the CHAIN study did not assess for relevant confounders when
examining the impact of social security benefits. 35, 47 In each study it was unknown how someone
qualified for Social Security benefits. Measures such as the SF-36, which provides components for
physical and mental health quality of life were not included in analysis. It cannot be assumed that
receiving social security benefits alone predicts unemployment or not having a desire for employment.
Many of the peers in this study receiving social security, suffer from neuropathy and other conditions
that impact mobility. To better understand the impact of social security benefits on employment for
PLWH, its critical to conduct studies utilizing population-based samples that assess for mobility
concerns, health impacts of other chronic conditions, and other types of disability, including mental
illness. To understand the impact of HASA benefits, studies need to be conducted matching a NYC
PLWH with a PLWH population that does not have access to HASA (or an equivalency).
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Sociodemographic
Education was the only demographic characteristic found to have an association with the desire
to work full-time in the next year. Both in the US and internationally, higher levels of education have
been associated with better employment outcomes for PLWH.35-42 Comparatively, Brooks et al. was the
only study that assessed for education and desire for work; they did not find an association.47 This study
did not support age, gender, or race to be predictors of wanting full-time employment. Brooks et al.
found that men were more likely to want employment than women, people ages 35 to 39 were more
likely to want employment than those over 45, and Latinos had a greater desire for employment than
Whites.47 No other US study examined the desire for work and its associated demographic factors,
although some US studies have examined the relation between employment and age, gender, and race
amongst PLWH. Three studies found no association between employment and gender and one found
women were more likely to be employed. 26, 35, 38, 45 Two US cross-sectional studies found a negative
association with age and employment and another found being aged 40-49 decreased the odds of being
employed compared to people under 40.35, 36, 45 The current study found lower age to be associated with
the desire for employment when only demographics were part of the model—this impact disappeared
once social security benefits and work history variables were added to the model.
The association between US studies and employment and race/ethnicity were inconsistent. One
study found blacks were more likely to be employed, another found Latinos were more likely, and the
other two found no association.26, 35, 38, 45 The studies that found an association with race/ethnicity had
relatively small samples sizes (n = 92 and n = 152) compared to the studies that did not find an
association (n = 1156 and n = 719); results may be due to sample bias.
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Work History
This study did not find any associations with past work history and desire to work. No other
studies have assessed for work history and the desire for work, although the impact of past work
experience on current employment has been assessed in a variety of ways. A 2015 Chicago based study
of PLWH and co-occurring mental illness found people with recent work experience (past 6 months)
were more likely to obtain employment after six-months of follow-up than those who had not.38 The
CHAIN study found participants who had ever worked for more than a year were more likely to be
currently employed.35 Jung et al. explored the employment outcomes of PLWH who had received
vocational rehabilitation services during 2006. They found participants who had spent more than 12
months in vocational rehabilitation (VR) services were less likely to obtain employment than those who
spent less than 12 months in VR services.45 In summary, there is some support that recent and
prolonged work experience is associated with current employment and that prolonged utilization of VR
services is negatively associated with employment. With a larger sample size this study may have found
similar findings; being a peer for less than two years and work experience within the past five years
were positively associated with the desire for employment, but the p-values were both .16.
Peer Certification
Lastly, this study sought to understand if peer workers who wanted or had completed their peer
certification were participating in other work preparedness activities (both training/education and job
seeking behaviors). Not surprisingly, those who had a desire to work were participating in more work
preparedness activities. They were more likely to have updated their resume and more likely to have
applied for a full-time job in the last six-months. Surprisingly, there was no association with having a
completed peer certification or an in-process certification and a desire to work. This may signify that
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many peers are trying to improve their skillset, irrespective of their desire or readiness for full-time
work.
In 2018 Conyers expanded on Goldblum and Kohlenberg’s Client-Focused Considering Work
Model for PLWH to include all episodic and emerging disabilities.61, 62 Conyers adjusted the
preparation and action phases of work. In Goldblum and Kohlenberg’s original model, preparation
phase activities included vocational goal setting and the creation of plans to achieve them.62 Conyers
adjusted the preparation phase to include setting goals and implementing the intermediary steps
necessary before seeking employment, which included vocational assessment and evaluation and various
types of trainings.61 In Conyers action phase, the necessary activities included working on goals related
to gaining employment, whereas the original model was broader and included working towards any
vocational goals.61, 62
Conyers separated intermediary goals from direct employment goals.61 For many PLWH and
those with other episodic and emerging disabilities working on intermediary goals is often necessary
before they are ready or able to seek employment. Working on intermediary goals allows people to
assess their readiness for work. They may need trainings in order to update their skills set and obtain
employment at a livable wage. Additionally, the activities involved when working towards intermediary
goals can build an individual’s self-efficacy and self-esteem, which are correlated to gaining successful
employment.60, 63 Conyers revised model partly explains why many of the “work readiness” activities in
this study were not associated with a desire to work; peer certification, school enrollment, and
vocational counseling are considered intermediary goals. Applying for jobs and updating resumes are
direct job seeking activities and were associated with a desire for full-time work in the next year for the
participants. Attending job fairs is a direct employment activity and contradictory to Conyers revised
model, it was not associated with a desire to work in this study. This finding may have occurred because
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at the agency where the study was conducted, peers were instructed to attend an agency job fair whether
or not they were interested in seeking full-time employment in the next year.
Findings from this study do not support that peer certification will increase the rate of full-time
employment for PLWH. Aligned with Conyer’s revised model, PLWH in New York City have started
and completed the certification even if they were not looking for full-time employment in the next
year.61 The NYS Peer Certification is relatively new, the first graduating class occurred in 2016.58
Currently, most completers have been part-time peers for many years. Furthermore, peers may be faced
with lack of full-time employment opportunities. Whereas peer certified work is new to HIV prevention
and treatment, it has been functioning for almost two decades in mental health and addictions.52 State
and national peer workforce studies in behavioral health found that no more than 1/3 of peer workers
were employed full-time and that overall peers believed there was a lack of career growth
opportunities.64-67
Limitations
There were a variety of limitations to this study, most significantly that data was collected as part
of a program evaluation and not as a research study. Study participants were not randomly selected, and
the population was not generalizable to all people living with HIV. Participants chose to work at a
specific AIDS Service Organization and most of those who wanted full-time employment wanted to do
so at the same organization. As current part-time employees the health and wellness differed from other
PLWH; much of the sample worked in outreach positions and had the physically capability to maneuver
the non-disability friendly New York City public transportation system. In addition, the sample size was
small, limiting the statistical power to fully explore factors related to wanting employment. Data was
also self-report. To learn more about employment for HIV peer workers it is important for future studies
to include individuals from a variety of organizations, as well as long-term employment outcomes. The
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agency where this study was completed has the largest peer program in New York state and since the
inception of the New York State HIV Peer Certification program, they have had the largest number of
yearly graduates.

Conclusion
Peer certifications for HIV peer health workers is relatively new throughout the US. Although
this sample is not generalizable to all PLWH, learning more about HIV peer workers full-time work
intentions is an important contribution to the literature. PLWH are living longer and healthier lives than
ever before. Work improves the quality of life for PLWH. It is important that government services and
ASO’s help those living with HIV to find employment at a livable wage. The 2010 National HIV/AIDS
Policy marginally addresses employment; the Department of Labor, the Social Security Administration,
the Department of Justices and Department of Health and Human Services were charged to jointly
develop an initiative to assist PLWH with having access to income supports that include employment
and work readiness skills training.68 As of now one demonstration project has been implemented, the
Health Resources and Services Administration awarded $3 million to organizations throughout the US
to implement supportive employment in HIV housing facilities; the grant ends in 2020.69 Supportive
employment services for PLWH is a higher priority for New York state (NYS). Employment is
addressed in 5 out of 28 of the recommendations in the NYS Department of Health 2015 Blueprint on
Ending the AIDS Epidemic recommendations.21 In 2018 NYS dedicated $3 million to expand
employment and HIV peer workforce opportunities for PLWH.70 In order to effectively measure the
impact of peer programs it is important for them to be theory driven. Full-time employment is not in the
best interest for all people living with HIV and therefore it is important to measure a variety of program
impacts throughout the process, including job readiness skills and psychosocial outcomes.
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Results from this study highlight the association between education and employment for those
living with HIV. Providing supports to help PLWH in obtaining high school and college/technical
degrees may be a pathway to employment at a livable wage. This study and others have found those
without social security benefits were the most likely to want employment. Although the government
provides employment supports for people receiving disability, including education funds, it does not
provide free services for those without. Due to HIV medication advancements, less PLWH will qualify
for social security benefits and therefore qualify to receive state and federally funded vocational
trainings and supports. This shift has already begun, in 2017 40% of PLWH were receiving social
security benefits as compared to approximately 50% in 2005.4, 71 In addition, new infections are
migrating to younger populations; many people will be living with the virus for decades of their working
years. Although this may force an increase in employment rates for PLWH, it does not mean that PLWH
will be in jobs with a livable wage. To meet the employment needs of PLWH its vital for ASO’s and
state and federal governments to provide employment services to individuals who do not qualify for
social security.
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Table 1: Chi-square of sociodemographic characteristics of participants by desire to work
Participants by desire to work
No
Yes
Chi-Square
(n=35)
(n=41)
Total n
Category (%)
% (Valid n)
% (Valid n)
2
p-value
Gender
Male (60.0)
45
64.7% (22)
Female (40.0)
30
35.3% (12)
Age
25-39 (19.7)
15
8.7% (3)
40-49 (26.3)
21
20.0% (8)
50-59 (36.8)
28
45.7% (16)
Over 60 (17.1)
13
25.7% (8)
Sexual Identity
Straight (54.0)
41
62.9% (22)
LGBTQ (46.1)
25
37.1% (8)
Race/Ethnicity*
Black (55.4)
41
60.0% (21)
Hispanic (31.1)
23
34.3% (12)
White and Mixed (13.5)
12
5.7% (2)
Education
High School Diploma (81.6)
62
37.1% (23)
Less than High School (18.4)
14
85.7% (12)
Public Benefits Received
Medical (98.7)*
74
100.0% (35)
Housing** (90.5)
69
97.0% (32)
HASA Cash (86.8)***
66
91.4% (32)
SSI or SSD (40.0)
30
60.0% (21)
Years since last part-time or full-time employment
Past 2 Years (26.3)
20
14.3% (5)
Past 2-5 Years (14.5)
11
8.6% (3)
Past 5-10 Years (11.8)
9
11.4% (4)
Over 10 Years (25.0)
19
31.4% (11)
Never (22.4)
17
34.3% (12)
Ever worked full-time
Yes (53.9)
41
45.7% (16)
No (46.1)
35
54.3% (19)
Years as a Peer
Under 2 Years (32.9)
25
14.3% (5)
Two-Five Years (31.6)
24
28.6% (10)
Over Five Years (35.5)
27
57.1% (20)
New York State AIDS Institute Peer Certification Complete
Yes (37.3)
28
47.1% (16)
No (62.7)
47
52.9% (18)
Felony Conviction
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56.1% (23)
43.9% (18)

.57

.45

29.3% (12)
31.7% (13)
29.3% (12)
9.8% (4)

9.28

.03

46.3% (19)
53.7% (17)

2.07

.15

48.9% (20)
26.8% (11)
24.4% (10)

4.96

.08

62.9% (39)
14.3% (2)

10.87

.001

97.5% (39)
85.4% (37)
82.9% (34)
22.5% (9)

.89
2.88
1.19
10.94

.35
.09
.27
.001

36.6% (15)
19.5% (8)
12.2% (5)
19.5% (8)
12.2% (5)

10.33

.03

61.0% (25)
39.0% (16)

1.77

.18

48.8% (20)
34.2% (14)
17.1% (7)

15.55

<.001

29.3% (12)
70.7% (29)

2.51

.11

Yes (28.8)
21
41.2% (14)
18.0% (7)
4.78
.03
No (71.2)
52
58.8% (20)
82.1% (32)
*Medicaid, Medicare
** NYC Housing for PLWH, Section 8, Public Housing
***Food Stamps, Cash assistance for PLWH
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Table 2: Unadjusted logistic regression of sociodemographic characteristics of participants by desire to
work
Category (%)
Gender
Male (60.0)
Female (40.0)
Age
25-39 (19.7)
40-49 (26.3)
50-59 (36.8)
Over 60 (17.1)
Sexual Identity
Straight (54.0)
LGBTQ (46.1)
Race/Ethnicity
Black (55.4)
Hispanic (31.1)
White and Mixed* (13.5)
Education
High School Diploma (81.6)
Less than High School (18.4)
Public Benefits Received

Total n

Unadjusted Odds Ratio
OR
95% CI
p-value

45
30

.70
Ref

.27

.44

15
21
28
13

9.00
4.18
1.69
Ref

1.6-50.69
.94-18.61
.42-6.81

.01
.06
.46

41
25

Ref
1.96

.78-4.91

.15

41
23
12

Ref
1.07
6.42

.38-3.00
1.25-32.83

.90
.03

62
14

10.12
Ref

2.09-49.51

.004

.02-1.60
.62-3.83
.07-.53

.12
.35
.001

1.68-30.80
1.18-34.61
.56-16.07
.44-6.97

.008
.03
.20
.43

.74-4.63

.19

3.10-42.12
1.23-13.06

<.001
.02

.18-1.21

.12

.11-.91

.03

Medical (98.7)*
74
N/A
Housing** (90.5)
69
.182
HASA Cash (86.8)***
66
1.54
SSI or SSD (40.0)
30
.194
Years since last part-time or full-time employment
Past 2 Years (26.3)
20
7.2
Past 2-5 Years (14.5)
11
6.4
Past 5-10 Years (11.8)
9
3.0
Over 10 Years (25.0)
19
1.75
Never (22.4)
17
Ref
Ever worked full-time
Yes (50.0)
41
1.86
No (46.1)
35
Ref
Years as a Peer at the agency
Under 2 Years (32.9)
25
11.43
Two-Five Years (31.6)
24
4.00
Over Five Years (35.5)
27
Ref
New York State AIDS Institute Peer Certification Complete
Yes (37.3)
28
.47
No (62.7)
47
Ref
Felony Conviction
Yes (28.8)
21
.31

63

No (71.2)
52
Ref
*Medicaid, Medicare
** NYC Housing for PLWH, Section 8, Public Housing

***Food Stamps, Cash assistance for PLWH
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Table 3: Step-wise logistic regression of demographic, social security benefits and work history by desire to work
Step 1 (Demographics)

Characteristics

OR

95% CI

pvalue

Age
25-39
16.53 2.01-136.23 .001*
40-49
4.86
.90-26.38
.07
50-59
1.52
.34-6.91
.58
Over 60
Ref
Race/Ethnicity
Black
Ref
Hispanic
1.2
.32-4.54
.79
White and Mixed
4.10
.72-23.21
.11
Education
Less than HS
Ref
HS Diploma
2.72
2.21-103.32 .006*
Social Security Benefits (SSI or SSD)
Social Security Benefits
Years since last part-time or full-time employment
Past Five Years
Years as a Peer at the agency
< Two Years
Felony Conviction
Felony Conviction
* p < .05

Step 2 (Demographics and
Social Security Benefits)
pOR
95% CI
value
10.93
4.05
1.45
Ref

1.15-103.88
.67-24.35
.29-7.32

Ref
.95
3.65

.22-4.0
.62-21.57

Ref
14.33
.24

.04*
.13
.65

Step 3 (Demographics and Work
History)
pOR
95% CI
value
OR
4.10
3.02
.80
Ref

41-41.25
.48-18.93
.14-4.66

.23
.24
.80

2.28
2.37
.74
Ref

Step 4 (All)
95% CI

pvalue

.23-34.03
.34-15.76
.11-4.67

.52
.38
.76

.23-5.63
.56-31.48

.92
.14

.94
.15

Ref
1.18
4.44

.26-5.33
.67-29.60

.83
.12

Ref
.92
4.62

1.96-104.58

.01*

11.62

1.33-101.10

.03*

Ref
9.41

1.01-88.48

.05*

.07-.82

.02*

.20

.05-.84

.03*
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2.08

.54-8.03

.29

2.89

.66-12.75

.16

4.38

.90-21.32

.07

3.15

.62-15.83

.16

.62

.15-2.63

.52

.64

.14-3.00

.57

Table 4: Chi-square of work preparedness activities of participants by desire to work
Participants by desire to work
No
Yes
(n=35)
(n=41)
Total n
Category (%)
% (Valid n)
Currently Enrolled in Advanced Education
Yes (12.2)
9
13.3% (4)
No (87.8)
65
88.2% (30)
Received Vocational Services in the Last Six Months
Yes (31.6)
24
25.7% (9)
No (68.4)
52
74.3% (26)
Completed NYS Peer Certification or In Process
Yes (80.3)
61
No (19.7)
15
Applied for a Full-time Job in the Last Six Months
Yes (17.3)
13
No (82.7)
62
Updated Resume in the Last Six Months
Yes (50.0)
38
No (50.0)
38
Attended a Job Fair in the Past Six Months
Yes (40.3)
29
No (59.7)
43

Chi-Square

% (Valid n)

2

pvalue

12.5% (5)
87.5% (35)

.01

.92

36.6% (15)
63.4% (26)

1.03

.31

80.0% (28)
20.0% (7)

80.5% (33)
19.5% (8)

.00

.96

2.9% (1)
97.1% (33)

29.3% (12)
70.7% (29)

fisher’s

.003

28.6% (10)
71.4% (25)

68.3% (28)
31.7% (13)

11.91

.001

41.9% (13)
58.1% (18)

39.0% (16)
60.9% (25)

.06

.80

66

Table 5: Participant number of work preparedness activities of by desire to work
Participants by desire to work
No
Yes
(n=35)
(n=41)
Total n
Number of Activities (%)
% (Valid n)
% (Valid n)
Zero-One (5.3%)
4
11.4% (4)
0% (0)
Two-Three (50.0%)
38
65.7% (23)
36.6% (15)
Four-Five (38.2%)
29
17.1% (6)
56.1% (23)
Six (6.6%)
5
5.7% (2)
7.3% (3)

67

Chi-Square
p-value
15.47
.002

2

Chapter 3 - Psychosocial impacts of participating in an HIV peer
training program
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Abstract
Targeted work readiness programs for people living with HIV (PLWH) is an important approach
to help PLWH overcome their unique barriers to work. This study assesses the psychosocial
impacts of participating in a work readiness training and internship for HIV peer educators in
New York City. Over the course of five years 137 PLWH completed the training program and 55
individuals completed both the training and internship; 94% of participants were persons of
color. Participating in the peer training program significantly decreased the measured emotional
psychosocial scores of depression (p < .001) and internalized HIV stigma (p < .001). Only
participants who went on to complete six-months of internship had significantly improved
behavioral psychosocial scores at the end of training course, including an increase in HIV
medication adherence (p < .02) and patient self-advocacy (p < .02) and decrease in safer sex
communication apprehension (p < .001). Training only participants had an increase in selfesteem (p < .001) at the end of training and internship participants had an increase in self-esteem
only after internship (p < .01). For internship participants, all other measures significantly
continued in the hypothesized direction at the end of internship except for HIV medication
adherence. This is the first study to assess the psychosocial impacts of a US HIV peer training
program.
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Introduction
Employment is an important social determinant of health and can have a positive
influence on the health and wellness of people living with HIV (PLWH).1 Employment impacts
a variety of factors related to health, including earned income, access to healthcare, and social
connectedness. Studies have found employed PLWH have a higher quality of life than those who
are unemployed, even after controlling for CD4 and viral load.2-4 Employed PLWH have
significantly better morbidity outcomes such as increased CD4 counts, personal ratings of health,
psychological well-being, memory skills, and most importantly, better medication adherence.5-11
For over a decade HIV has not been classified as a terminal disease, but instead as a chronic and
manageable condition.12 PLWH have fewer health related barriers to work than ever before, yet
the employment rate among PLWH in 2017 was estimated at 47.2%, compared to 62.9% in the
general population.13, 14
HIV health status is not what usually prevents PLWH returning to work; greater barriers
include loss of benefits, adequate health insurance, stigma, out of date job skills, and large gaps
in employment history.11, 15-17 Targeted work readiness programs for PLWH is an important
approach to help PLWH overcome their unique barriers to work, such as the psychosocial impact
of years of unemployment/no work experience, adjusting to independence from entitlements,
navigating disclosure, confidentiality, properly using leave time, and negotiating reasonable
accommodations.18, 19
Employment addresses various social determinants of health for PLWH and therefore
interventions aimed at helping people re-enter or enter the workforce are possible structurally
based prevention techniques for the treatment of HIV. A 2014 study by Conyers and Boomers
examined the relationship between the receipt of vocational rehabilitation services and health and
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transmission outcomes for PLWH.20 The study found that receiving vocational rehabilitation
services was associated with better health outcomes and lower risky transmission behaviors.
Unfortunately, research has also found that PLWH severely underutilize services from state VR
offices.11, 21-23 In 2009 Jung and Bellini found PLWH were four to six times less likely to access
VR services. Perhaps the underutilization of VR services is because PLWH feel more
comfortable receiving services at AIDS Service Organizations (ASOs).24
Since the introduction of highly active antiretroviral therapy (HAART), eleven evaluation
articles of US based vocational development programs for PLWH have been published.24-33
Studies included one randomized control trial, eight quasi-experimental studies and two
qualitatively assessed programs; two additional published works described program development
and implementation experiences.24-36 Sample sizes ranged from seven to 286. The interventions
were based in various theoretical frameworks and utilized three modalities, individual, group,
and a combination of the two. Most programs aimed to help PLWH receive part-time or fulltime employment, as well return-to-work efforts including activities such as volunteering, job
training, and education. Due to the variety and relative weakness in the study designs of the
interventions, it is counterproductive to compare their program effects, but it is important to
compare their methodologies. A full description of each US published work readiness
interventions for PLWH in the US can be found in Appendix 1.
Programs contained some or all the following components: vocational development (9),
structured work readiness groups (5), and direct work placement (4). The vocational
development programs provided a range of services, including vocational assessments, assistance
with the development of employment goals and assistance with job search, resume writing and
interview techniques.24-33 The structured work readiness groups provided vocational
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development services with the addition of weekly groups aimed at preparing participants for the
unique challenges of work associated with living with HIV. Topics included HIV and disability
legal rights, benefits counseling, assistance towards appropriate disclosure, stigma, managing
medications and appointments while working, safer sex, nutrition, and patient-physician
communication.27-31 In addition, some groups discussed managing mental health and disabilities
and some included sessions aimed at soft skills, such as time management and communication
skills.27, 29-31
The final group of programs utilized supported employment, also known as the placethen-train model.37, 38 These programs aimed to place their participants into work as soon as
possible and provide on the job support.32-35 Supported employment programs work under the
assumption that training programs have a deeper impact by teaching people "skills for success in
their immediate work...environment."37 p. 334 Comparatively, typical vocational development
services try to prepare people for work challenges before entering the workforce. The supported
employment programs provided individual-level benefits counseling and help with managing
disabilities on the job, but they did not provide group components addressing psychosocial
factors. Many PLWH have gaps in their work histories and supported employment programs
help to circumvent this barrier. Work programs based on the supported employment model have
proven to be more successful for people with psychiatric disabilities than train-then-place and
state vocational development programs with PLWH that contained direct work placement also
proved to be more successful than those without.37-40 Psychiatric disabilities are common
amongst PLWH.
In program development and evaluation, mediators are the variables a program aims to
directly impact, which in turn influence the program’s overall projected outcomes.41-43 In the
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example of vocational development programs for PLWH, mediators are the various
psychological (i.e. self-esteem, self-efficacy, stigma) and job readiness skills (i.e. job seeking
skills, soft skills, problem solving ability) that are assumed to impact whether someone can
search, obtain, and sustain employment. The lack of assessment of important employment
mediators in vocational development interventions is a large gap in the HIV employment
literature. These mediators were components of many of the above programs but were only
assessed in three of the interventions.28, 29, 31 Vocational development programs need to be
examined with a wider lens, enabling a better understanding of how they are shaping PLWH, as
well as if they are helping PLWH get back to work.
In 2005 Goldblum and Kohlenberg published a theoretical model to be utilized in
vocational development programs for PLWH who are considering reentering or entering the
workforce called the, “client-focused considering work model.”44 The model is an adaptation
DiClemente and Prochaska Stages of Change model.45 According to the model, individuals go
through four phases of considering work: contemplation, preparation, action, resolution.44 The
model emphasizes the importance of weighing the impacts of returning to work on the medical,
psychosocial, financial/legal, and vocational domains of influence as individuals work through
the phases.44 The model is client-focused and stresses that the decision to work is made by the
client; choosing not to work does not suggest failure. For some PLWH employment may not be
the appropriate outcome and therefore capturing the impact on employment mediators are critical
to assessing program effectiveness. In order to increase federal and state funding for vocational
interventions for PLWH and to decrease the large unemployment rates amongst PLWH, ASOs
need to evaluate and publish their vocational development interventions, including peer training
and peer internship programs.
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This chapter assesses the psychosocial impact of participating in a work readiness
training program for HIV peer educators in New York City. As a result of the 2015 New York
State’s Blueprint for Ending the Epidemic by 2020, a New York State (NYS) peer worker
certification was created.46, 47 According to the Blueprint, the purpose of the certification is to
professionalize HIV peer work, increase work opportunities for PLWH, and to expand the
utilization of a professional peer workforce to help the state’s goals of increasing linking and
retention in care, rates of viral suppression and preventing new infections.46 This study assesses
the impact of the foundational course and internship requirements of the state certification on
individual’s psychosocial outcomes. As far as the author is aware this is the only study assessing
the impact of HIV peer training and peer internship on the participants themselves; although
similar studies have been conducted with peers working in mental health and substance use.48, 49
Due to the possible effects on public benefits and ability to maintain medical care, returning to
work full-time might not be the recommended course of action for everyone living with HIV and
therefore was not the goal for program participants. This study focused on the direct effects of
the program mediators related to psychosocial outcomes. How PLWH feel about themselves
impact their HIV treatment adherence and overall quality of life; therefore, measuring the
psychosocial impacts of the peer training and peer internship programs are important indicators
to evaluating an agency’s work readiness peer programs.
The following hypotheses will be explored:
•

Hypothesis 1: Between the baseline survey and training completion survey participants
would have a decrease in the emotional psychosocial inventories of HIV internalized
stigma, and depression.
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•

Hypothesis 2: Between the baseline survey and training completion survey participants
would have an increase in the behavioral psychosocial inventories of HIV medication
adherence and physician communication and a decrease in safer sex communication
apprehension.

•

Hypothesis 3: Between the baseline survey and 6-month peer internship survey
participants would have an increase in self-esteem.

Methods
Peer Training Program
The peer training component was a comprehensive eight-week training that took place
three-days-a-week from 10am to 4pm. To qualify for the training individuals were diagnosed
with or effected by HIV, required to be adherent to their HIV medications (as proven by HIV
labs), compliant with primary care physician appointments, and self-reported as stably housed
and in recovery from drugs and alcohol for at least 9 months. It was designed as a work readiness
program; it trained individuals on how to become health educators and taught soft skills
necessary for the workplace. The training program was a certified foundational course for the
NYS HIV Peer Worker Certification. Participants learned HIV service skills such as prevention
education, presentation skills, treatment techniques, medical advocacy, and outreach and
counseling techniques. Participants received training in HIV and its common co-infections,
Hepatitis C, STI’s, safer sex, substance use, and harm reduction. During the process participants
learned self-management skills related and unrelated to their HIV, such as medication adherence,
safer sex skills, medical advocacy, and stress management. The following soft skills were
learned and applied: getting to work on time, following a set schedule, speaking in a group,
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getting along with others and dressing appropriately. Each training cycle involved 25-40
trainees. Lastly, individuals were mandated to participate in weekly support group.
Peer Internship Program
The Peer internship program functioned in 6-month cycles, starting each January and July
and employed approximately 125-150 peer interns at any given time. Interns received an
internship placement within the agency, mentor guidance and weekly peer support group.
Participants gained work experience and applied skills learned in peer training. Peers were
involved in various direct and indirect HIV service positions, such as medical navigation, food
and nutrition services, counselling and testing services, and education and support group
facilitation. Depending on the peer placement and the type of public benefits received, a peer
worked 15-20 hours a week and earned $500, $1070, or $1300 each month. Approximately ten
agency trained participants and five other agency trained participants were hired each cycle.
New hires were based on current program needs. This work met the internship requirements for
the New York State HIV Peer Worker Certification.
The training curriculum provided participants with self-management skills and
experiences aimed at impacting specific self-esteems. Morris Rosenberg, the creator of the most
widely used scale to assess self-esteem (Rosenberg’s Self-Esteem Scale) believes that there are
two types of self-esteem; global self-esteem or how a person feels about themselves overall and
specific self-esteem, how someone appraises a specific part of themselves.50, 51 The program
curriculum targets specific self-esteems related to patient self-advocacy, safer sex
communication, medication adherence, and internalized HIV stigma. The agency’s conceptual
model assumed that a combination of work experience and raising specific levels of self-esteem
would ultimately raise a person’s global self-esteem. The conceptual model was designed from

76

the peer program’s comprehensive needs assessment and program logic model. The program
tools and various support mechanisms helped peers gain new skills, as well as feel better about
themselves. Figure 1 displays the predicted paths of psychosocial change according to the
program’s conceptual model.
Participants
From September 2014 through December 2018, nine cohorts of training participants were
followed through the end of their six-month peer internship. This study only evaluated survey
results from participants living with HIV. There were a variety pre-requisite requirements by the
agency in order for individuals to participate in the training and internship programs. Individuals
had to be medically adherent (as proved by HIV lab work) and self-reported as stably housed,
and in recovery for at least 9-months for the training program and 12-months for internship.
These were program requirements because peers were expected to be role models to the clients
and stable enough to be able to work. People who did not reach program milestones (completion
of training program and 6-months of internship) were not followed.
Data Collection
The study described in this chapter was part of ongoing program evaluation of an
agency’s peer training and peer internship program. A secondary dataset was used. The
inventories selected for the agency’s Peer Psychosocial and Health Survey were grounded in the
program’s logic model. Study participants took part in the Peer Psychosocial and Health Survey
at three different time points: Time 1) Baseline (first day of peer training); Time 2) Training
Completion (final day of training); and Time 3) Peer Internship (sixth month of their peer
internship). Informed consent was provided with each survey. Participants were informed that
the survey would be utilized to evaluate the training and peer program. The first two cohorts
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completed the survey with paper and pen and cohorts three through nine completed the survey
utilizing Survey Monkey, a web-based survey tool. Surveys were linked through a self-made
participant code. Of the 259 original consented participants, 192 (74%) completed a training
completion survey, and 55 (21%) a peer internship survey. Table 1 displays participants by
cohort and survey completion.
Measures
The following domains were measured in this study: (1) sociodemographic characteristics
(i.e. age, gender, sexual identity, race/ethnicity, education); (2) time since any form of
employment; (3) HIV/AIDS status and health indicators (disease stage, years with diagnosis,
HIV viral load and CD4 count, self-assessment of current health, and number of chronic
conditions); (4) Public benefits received (housing, cash, food, and medical); (5) Emotional
psychosocial outcomes (depression, HIV internalized stigma, and self-esteem); and (6)
Behavioral psychosocial outcomes (medication adherence, patient self-advocacy, and safer sex
communication apprehension). The psychosocial outcomes measured were informed by the
program’s logic model and specific inventories were identified from the literature; inventory
descriptions are found below.
Depression: Two inventories were utilized to measure depression during the data
collection period, the Beck’s depression inventory was utilized from September 2014 through
May 2015 (cohorts 1 and 2) and the Patient Health Questionnaire (PHQ-9) from July 2015
through December 2018 (cohorts 3 through 9).  The research team changed depression
inventories in July 2015 in order to shorten the length of the Peer Health and Psychological
Survey. Both measures have been widely used among HIV populations.
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The PHQ assesses eight DSM-IV diagnoses and the PHQ-9 encompasses the nine
depression questions. The PHQ-9 scores range from 0 to 27. Participants are asked how often
they experience specific DSM-IV depression symptoms, responses are “not at all,” “several
days,” “more than half the days,” and “nearly every day.” A Chronbach’s  of  was found for
all participants at Time 1 with individual cohorts ranging from .73-.92. A Chronbach’s  of
 was found for all participants at Time 2 with individual cohorts ranging from .80-.95. A
Chronbach’s  of  was found for all participants at Time 3 with individual cohorts ranging
from .65-.99.
The Beck’s Depression Inventory was used with cohorts one and two; it is a 21-item
inventory that measures symptoms and attitudes of depression.53 Individuals rate items from 0 to
3 and scores range from 0 to 66. At Time 1 a Chronbach’s  of  was found; the two
individual cohorts also had a  of .93 at Time 1. At Time 2 a Chronbach’s  of  was found;
the two individual cohorts had a  of .95 and .96 at time two. The inventory was not used during
Time 3.
Internalized Stigma: The Internalized Stigma of HIV/AIDS Tool (ISAT) was used to
measure internalized HIV stigma.54 It is a 10-item scale concerning statements related to
HIV/AIDS internalized stigma; participants rated the items on a five-point scale (1 = Strongly
Disagree, 5 = Strongly Agree). A Chronbach’s  of  was found for all participants at Time 1
with individual cohorts ranging from .77-.92. A Chronbach’s  of  was found for all
participants at Time 2 with individual cohorts ranging from .88-.92. A Chronbach’s  of  was
found for all participants at Time 3 with individual cohorts ranging from .84-.94.
Self-esteem. Rosenberg’s Self-Esteem Scale is a 10-question measure used widely for people
living with HIV.50 The inventory measures someone’s global self-esteem and uses a four point
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Likert scare (1 = Strongly Disagree, 4 = Strongly Agree); scores range from 1 to 40. A
Chronbach’s  of  was found for all participants at Time 1 with individual cohorts ranging
from .77-.89. A Chronbach’s  of  was found for all participants at Time 2 with individual
cohorts ranging from .66-.90. A Chronbach’s  of  was found for all participants at Time 3
with individual cohorts ranging from .64-.96. The inventory is widely used among people living
with HIV.
HIV Medication Adherence. The AIDS Clinical Trials Group (ACTG) Adherence
Questionnaire is widely used inventory for measuring adherence of HIV medications.55 It is a
five-item scale assessing: 1) number of doses missed in the past four days, 2) how closely
someone follows specific HIV medication schedules, 3) how closely someone follow specific
medication instructions (i.e. must take with food), 4) last time skipped medication, and 5)
whether any medications were missed the last weekend. This study utilized an analysis method
described in Reynolds et al. whereby the weekend question is excluded.54 The researchers
created a formula and adherence index normed between zero and 100, where each question has a
different value. For example, missing medication yesterday is larger part of your score than
missing medication four days ago. The inventory’s reliability could not be assessed because each
question is not on the same scale.
Safer sex communication apprehension. Safer sex communication apprehension was
measured by the safer sex communication apprehension subscale in Elizabeth Babin’s General
Sexual Communication Apprehension scale.56 The subscale contains five statements that are
rated on a six-point scale (1 = Strongly Disagree, 6 = Strongly agree); scores range from 5 to 30.
A Chronbach’s  of  was found for all participants at Time 1 with individual cohorts ranging
from .58-.80. A Chronbach’s  of  was found for all participants at Time 2 with individual
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cohorts ranging from .63-.79. A Chronbach’s  of  was found for all participants at Time 3
with individual cohorts ranging from .50-.96.
Patient Self-Advocacy. The patient self-advocacy is a 12-item inventory that measures the
involvement of people in their health care decision making.57 The inventory uses a five-point
Likert scare (1 = Strongly Disagree, 5 = Strongly Agree); scores range from 1 to 60. The scale is
widely used amongst studies involving PLWH. A Chronbach’s  of  was found for all
participants at Time 1 with individual cohorts ranging from .40-.87. A Chronbach’s  of  was
found for all participants at Time 2 with individual cohorts ranging from .51-.87. A Chronbach’s
 of  was found for all participants at Time 3 with individual cohorts ranging from .39-.87.
Statistical Analysis
Chi-square (p < .05) and ANOVA tests (p < .05) were used to determine group
differences at baseline between those who completed the 1) baseline only survey, 2) baseline and
training completion survey, and 3) baseline, training completion, and internship follow-up
surveys. Paired t-tests were performed to determine if significant score changes occurred at the
individual level between surveys. Independent t-tests were used to assess individual inventory
changes at training completion among those who participated in six-months of peer internship
and those who did not.

Results
Sociodemographic, health, and job history of program participants
Sixty-seven individuals completed a baseline survey only (baseline only group), 137
completed a baseline and training follow-up survey (training group), and 55 individuals
completed a baseline, training follow-up, and internship follow-up survey (internship group).
Each group of participants did not significantly differ by gender, age, education level, and sexual
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identity. Table two displays the sociodemographic characteristics of participants by level of
program completion. At baseline the average age for all participants was 44.6 and 56% of
participants identified as male, 38% female, and 6% as transgender. Fifty-two percent of
participants identified as heterosexual/straight and 48% as LGBTQ. Eighty-three percent had at
least a high school education. In total 94% of participants were persons of color.
Chi-Squared tests of independence were calculated to compare demographic
characteristics by level of program completion. A significant association was found for race, but
not other demographic characteristics. Hispanics were more likely to be part of the internship
group (30.91%), as compared to the training group (17.65%) and baseline only group (21.57%).
Blacks were more likely to be part of the baseline only (60.94%) and training group (68.38%)
than the internship group (45.45%). Mixed race/ethnicity participants were more likely to be
part of the internship group (18.18%) than the training group (11.03%) or baseline only group
(6.25%). White participants were most likely to be in the baseline only group (10.94%) than the
training group (2.94%) or internship group (5.45%).
Chi-Squared tests of independence were calculated to compare health characteristics and
job histories by level of program completion. Table 3 displays health characteristics and work
history of participants by level of program completion. Overall participants in each group were
similar demographically, similar in their physical and mental health, and had similar work
experiences. A significant association was found for number of chronic conditions. No other
significant differences were observed.
Psychosocial Inventories at Baseline
A one-way between subject ANOVA was conducted to assess if at Time 1 (baseline)
there was a statistical difference in psychosocial inventory means between individuals who
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completed the baseline only survey, the baseline and training completion survey, and those who
completed all three. As displayed in table four there was not a significant difference for any of
the inventories at the p < .05 level.
Psychosocial Inventories at Training Completion
A paired-samples t-test was conducted to compare each psychosocial inventory by
individual at Time 1 (baseline) and at Time 2 (training completion). Table five displays paired ttest results for the full-group. Among the behavioral psychosocial inventories at the p < .05
level, patient advocacy and medication adherence increased significantly from Time 1 to Time 2
and safer sex communication apprehension had no significant change. Among the emotional
psychosocial inventories at the p < .05 level, there was a significant decrease in depression
(PHQ-9) and HIV internalized stigma and significant increase in self-esteem between Time 1 to
Time 2. There was no significant difference for the Beck’s depression inventory.
Table six displays the mean inventory scores and the p-value for the paired t-test sorted
by level of program participation. Change in the behavioral psychosocial inventories at the p <
.05 level, differed by those who completed six months of peer internship and those who did not.
There was no significant change in the behavioral inventories for the non-internship participants,
but there was a significant increase at the p < .05 level for patient advocacy and HIV medication
adherence and a significant decrease for safer sex communication apprehension for those who
completed six months of a peer internship. Table seven displays independent t-tests comparing
the mean score changes for the training only participants and the internship and training
participants. The mean difference for the behavioral inventories differed significantly at the p <
.05 level for those who completed six months of peer internship and those who did not.
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As displayed in table seven, independent t-tests found no significant change difference
for any of the emotional psychosocial inventories by those who completed six-months of peer
internship and those who did not. Both groups significantly decreased HIV internalized stigma
and depression as measured by the PHQ-9. Depression as measured by the Beck’s had no
significant decrease. Self-esteem increased significantly in the training only group, but not
significantly in the peer internship group. Figure two displays levels of change by group.
Psychosocial Inventories for Peer Internship Participants
Internship participants completed surveys at all three time points, Time 1 (baseline),
Time 2 (training completion), and Time 3 (6-months of peer internship). Table 8 displays
changes in psychosocial inventories between Times 1 and 2; Times 2 and 3; and Times 1 and 3.
The behavioral psychosocial inventory safer sex communication apprehension had a significant
decrease between Times 1 and 2 and Times 1 and 3, but not between Times 2 and 3. Patient selfadvocacy had a significant increase between Times 1 and 2 and 1 and 3, but not between Times 2
and 3. Medication adherence significantly increased between Times 1 and 2 only. The
depression (PHQ-9) and HIV internalized stigma psychosocial inventories significantly
decreased between Times 1 and 2 and 1 and 3, but not between Times 2 and 3. Self-esteem
significantly increased between times 1 and 3 only. There was no significant difference for the
Beck’s Depression Inventory during any time periods. Figure three displays the patterns of
change for each inventory by time point and type of inventory.

Discussion
People living with HIV disproportionally suffer from structural social determinants of
health, such as stigma, poverty, substance abuse, domestic violence, homelessness, incarceration,
and unemployment, each contributing to adverse impacts on their physical and psychosocial
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well-being,.58-61 Studies have shown that depression and stigma are specifically correlated to
unemployment among PLWH.16, 17, 62-64 A Canadian study found that the quality of employment
impacted depression for PLWH.65 Employed PLWH who had experienced adverse psychosocial
work experiences, had similar rates of depression as unemployed individuals.65 At baseline over
40% of training participants reported at least five years of unemployment and many entered the
program struggling with their mental health, trauma and internalized HIV stigma. As displayed
in figure two, participating in the training program was associated with emotional change for all
participants, irrespective of their participation in the peer internship program, supporting
Hypothesis one. The impact of addressing depression and internalized HIV stigma on
employment has not been well studied, but it is well established that treating depression
increases HIV treatment adherence.66, 67 In the literature most work readiness program articles
stated that mental health, stigma, and self-esteem impacted return to work outcomes for their
participants. Pieces of their programs addressed these areas, but only two studies measured any
of the variables pre and post.29, 33 Escovitz and Donegan found that program participation
boosted participants satisfaction with life and Hergenrather et al. found program participants had
significantly higher self-esteem post-intervention, whereas changes in depression were
insignificant.29, 33 This study found significantly increased self-esteem and decreased depression.
At baseline there were no behavioral differences for those whose participation ended at
the training and those who became peers. Behavioral psychosocial changes were only associated
with participants who continued onto the internship program, partly supporting hypothesis two.
There are several possible explanations for this difference. A main purpose of the training was
to prepare individuals for a peer internship. AIDS Service Organizations have a long history of
utilizing HIV peer educators. Their lived experiences can be advantageous in helping create
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behavior change and social support for their clients.68, 69 Peers in behavioral health settings were
expected to “practice what they preach.” Participants who wanted to continue to an internship,
may have internalized the behavioral messages of the program more than those who did not want
to become a HIV peer educator. Future internship participants may have also been more ready to
make the behavioral changes measured in the program. Behavior change related to HIV selfmanagement was rarely assessed in work readiness literature. A group readiness intervention by
Beddell and another by Hergenrather et al. measured the impact of program participation on
medication adherence and both found no association.29, 31 Beddell also measured patient selfadvocacy and found no effect.31 Behavior change was probably impacted in this study and not
others because participants spent more time in the training and internship programs than the
other interventions and participants were more motivated to make HIV-related behavior changes
because of their desire to become peers.
As displayed in figure three, the psychosocial emotional inventories for internship
participants moved in the hypothesized direction during each time point (even though statistical
significance was only found for depression and HIV internalized stigma between times one and
two and times one and three). These findings demonstrate that changes in depression and
internalized HIV stigma occur mostly during the training program but are maintained and
continue to improve after six months of a peer internship. Some programs measured emotional
inventories at baseline, but follow-up measurements were not reported or perhaps not done.26, 27
Hergenrather et al. found their group work readiness participants had significantly higher coping
and hope scores between pre and post, but changes in anxiety and depression were
insignificant.29 Bedell measured quality of life in their group work readiness intervention and
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found no significant difference, whereas Escovitz and Donegan found that in their VR plus work
placement program, participants quality of life had a positive correlation with hours worked.31, 33
Supporting hypothesis three, self-esteem significantly increased between baseline and six
months of peer internship. Hergenrather et al. group work readiness intervention also found
participants had significantly higher self-esteem between pre and post.29 Overall, study findings
provide evidence to Rosenberg’s global self-esteem model and the program’s conceptual model.
Morris Rosenberg’s model charged that changes in specific self-esteem impact global selfesteem.50, 51 The program’s conceptual model assumed a person’s global self-esteem would be
raised through changes in specific self-esteems during the training period and six-months of
hands-on peer work experience. Further mediation analysis with a larger sample size are needed
to confirm this theory among peer workers.
Limitations
Data collection for this study was part of a program evaluation and was not designed to
be a quasi-experimental study. Selection bias is a major threat to the internal validity of the
study. The studied agency chose who would become part of the training program and who
would become a peer. In addition, people who did not complete program milestones (completion
of training program and six months of peer internship) were not part of the program evaluation.
However, statistically, all three baseline groups (baseline only, training completers, and
internship participants) were similar demographically and had similar baseline psychosocial
inventory scores. Without being able to control for why individual participants were chosen to be
part of the two programs it is hard to decipher true program impact. In addition, the sample size
was rather small and not necessarily generalizable to the US population of PLWH. Data
collection took place over many years; programmatic changes occurred cycle to cycle, partly
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contributing to the fluctuating valid N. Changes included peer pay and changes in requirements
of skillsets needed for positions. Furthermore, data collection was self-report. Most participants
applied to the training program in hopes of finding employment and most peer interns hope to
retain their peer employment for more than one cycle; it is possible that survey responses were
biased due to their employment desires at the agency.

Conclusion
A 2005 editorial in the Journal of Vocational Rehabilitation by Eric Ciasullo and Karen
Escovitz, members of the National Working Positive Coalition, stated HIV treatment "services
are now geared to assist PLWA to live in prolonged dependency. This approach to services is
neither sustainable or healthy, neither for individual nor for our services systems." 70 p. 125 Over a
decade after this publication, the national HIV treatment strategy has not changed. Its estimated
that 90% of PLWH are considered working age (20-64), yet only 47.7% are employed.13, 71 The
“National HIV/AIDS Strategy for the United States: Updated to 2020” briefly mentions
employment. It states that in order to achieve optimal clinical outcomes,
“access to medical treatment should be supplemented with ongoing case management
services to facilitate continuity of care. Basic needs such as housing, education, and
employment, and supportive services…..are essential for certain populations that face
difficult with everyday needs.”72
Employment is described as a basic need, but the strategy does not provide a plan on how the
government will assist PLWH prepare for and gain employment opportunities at a livable wage.
Programs that can provide work readiness skills and job opportunities for PLWH, while
concurrently improving emotional and behavioral psychosocial outcomes are critical investments
for PLWH. Peer training and internship program s are important tools to improve the quality of
life of peers living with HIV. In addition, their involvement in the HIV workforce provides for
innovative and cost-effective techniques to better help in HIV prevention and treatment efforts.
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As far as the author knows this is the first study to assess the psychosocial impacts of
participating in a HIV peer training and peer internship program. Although the study design has
limitations, study findings warrant further exploration of the peer training and internship
program. In order to best understand program impact future studies should include a comparison
group and must follow program drop-outs.
Structurally based interventions for PLWH, such as housing and food assistance, have
been federally funded for decades.1 AIDS activists were able to achieve this funding due to the
plethora of research positively supporting their impact. There has been a dearth of literature
measuring the impact of work readiness programs for PLWH in the US; fewer than a dozen
evaluated programs have been published since the introduction of highly active antiretroviral
therapy (HAART).24-36 Work readiness programs are a viable structural prevention technique for
PLWH because work improves the quality of life for PLWH. In addition, investing in work
readiness could save the government millions of dollars though helping PLWH to become
independent from benefits.
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Figure 1: Paths of psychosocial change
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Table 1: Participants by cohort and survey completion
Number of participants who completed surveys during program milestones
Training Completion Participants Training and Internship
Baseline Only Participants
(No Internship)
Participants
(N = 67)

(N = 137)

Survey Timeframe

No.

Survey Timeframe

No.

(N = 55)
Survey
Timeframe

Cohort One

September 2014

13

November 2014

9

June 2015

9

Cohort Two

March 2015

6

May 2015

8

December 2015

9

Cohort Three

September 2015

8

November 2015

12

June 2016

11

Cohort Four

March 2016

6

May 2016

20

December 2016

5

Cohort Five

September 2016

7

November 2016

16

June 2017

4

Cohort Six

March 2017

7

May 2017

18

December 2017

4

Cohort Seven

September 2017

6

November 2017

21

June 2018

4

Cohort Eight

March 2018

7

May 2018

15

December 2018

9

Cohort Nine

September 2018

7

November 2018

18

-

-

Total

67

137
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No.

55

Table 2: Baseline sociodemographic characteristics of participants by level of program completion
Participants by Program Completion Type
Baseline Only
Participants

Training
Participants

Internship
Participants

(N=67)

(N=137)

(N=55)

% (No.)

% (No.)

% (No.)

2

p-value

Male (56.37%)

59.70% (40)

49.64% (68)

69.09% (38)

fisher's

.17

Female (37.45%)

34.33% (23)

43.07% (59)

27.07% (15)

5.97% (4)

7.30% (10)

3.64% (2)

18-34 (21.26%)

14.52% (9)

22.63% (31)

25.45% (14)

35-44 (25.59%)

35.48% (22)

20.44% (28)

27.27% (15)

45-54 (32.68%)

30.65% (19)

32.12% (44)

36.36% (20)

55-64 (20.47%)

19.35% (12)

24.82% (34)

10.91% (6)

Straight (51.80%)

47.76% (32)

54.74% (75)

40.00% (22)

LGBTQ (48.19%)

52.24% (25)

45.26% (62)

60.00% (33)

Black (61.57%)

60.94% (39)

68.38% (93)

45.45% (25)

Hispanic (21.57%)

21.88% (14)

17.65% (24)

30.91% (17)

White (5.49%)

10.94% (7)

2.94% (4)

5.45% (3)

Mixed (11.37%)

6.25% (4)

11.03% (15)

18.18% (10)

< High School (16.86%)

12.50% (8)

19.85% (27)

14.55% (8)

HS Graduate or GED (66.67%)

70.31% (45)

61.76% (84)

74.55% (41)

College (16.47%)

17.19% (11)

18.38% (25)

10.91% (6)

Category (%)
Gender

Transgender (6.18%)
Age

9.83

.13

3.56

.17

15.35

.02

Sexual Identity

Race/Ethnicity

Education Level
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4.10

.39

Table 3: Baseline health characteristics and work history of participants by level of program
completion
Participants by Program Completion Type
Baseline Only
Participants

Training
Participants

Internship
Participants

(n = 67)

(n = 137)

(n = 55)

% (No.)

% (No.)

% (No.)

2

pvalue

Yes (35.43%)

36.51% (23)

33.09% (45)

40.00% (22)

.86

.65

No (64.57%)

63.49% (40)

66.91% (91)

60.00% (33)

Undetectable (83.81%)

85.48% (53)

82.44% (108)

85.19% (46)

.38

.83

Detectable (16.19%)

14.52% (9)

17.56% (23)

21.86% (8)

0-5 Years (19.68%)

9.68% (6)

22.56% (30)

24.07% (13)

14.12

.08

6-10 Years (12.85%)

22.58% (14)

9.02% (12)

11.11% (6)

11-15 Years (16.87%)

20.97% (13)

14.29% (19)

18.52% (10)

16-25 Years (32.93%)

30.65% (19)

33.08% (44)

35.19% (19)

> 25 Years (17.67%)

16.13% (10)

21.05% (28)

11.11% (6)

Medical (85.27%)*

80.30% (53)

89.05% (122)

81.82% (45)

3.38

.18

Housing** (71.32%)

68.18% (45)

78.10% (107)

58.18 (32)

8.04

.02

Cash (78.76%)***

62.69% (42)

81.02% (111)

92.73% (51)

17.18

.000

SSI or SSD (14.02%)

15.22% (7)

17.65% (21)

4.08% (2)

5.37

.07

AIDS Diagnosis

Viral Load

Years Living with HIV

Public Benefits Received

Number of Chronic Conditions Other than HIV (Diabetes, Asthma, High Blood Pressure, Obesity,
Kidney disease, COPD, Neuropathy, Arthritis, Osteoporosis, Herpes, and Physical Handicaps)
None (31.52%)

44.78% (30)

28.15% (38)

23.64% (13)

One (30.74%)

28.36% (19)

33.33% (45)

27.27% (15)

More than Two (37.74%)

26.87% (18)

38.52% (52)

49.09% (27)

9.94

.04

5.11

.53

Self-Rated General Health in the Past Year
Excellent (20.44%)

15.09% (8)

21.43% (27)

23.91% (11)

Very Good (40.00%)

43.40% (23)

38.10% (48)

41.30% (19)

Good (29.78%)

26.42% (14)

33.33% (42)

23.91% (11)

Fair or Poor (9.78%)

15.09% (8)

7.14% (9)

10.87% (5)

Mental Health Diagnosis (Depression, Anxiety, PTSD, Bipolar, Schizophrenia and Personality Disorders)
Yes (46.12%)

51.52% (34)

45.26% (62)

41.82% (23)

No (53.88%)

48.48% (32)

54.74% (75)

58.18% (32)

1.22

.54

3.61

.16

Alcohol and/or Drug Addiction History
Yes (54.86%)

56.09% (39)

57.35% (78)

43.64% (24)

No (45.14%)

40.91% (27)

42.65% (58)

56.36% (31)

Years since last part-time or full-time employment

98

Past 2 Years (41.08%)

37.25% (19)

44.44% (60)

36.36% (20)

Past 5 Years (18.67%)

21.57% (11)

19.26% (26)

14.55% (8)

Past 5-10 Years (17.84%)

21.57% (11)

17.04% (23)

16.36% (9)

Over 10 Years (14.52%)

13.73% (7)

11.85% (16)

21.82% (12)

Never (7.88%)

5.88% (3)

7.41% (10)

10.91% (6)

* Medicaid, Medicare
** NYC Housing for PLWHA, Section 8, Public Housing
*** Food Stamps, Cash assistance for PLWH
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5.76

.67

Table 4: Psychosocial inventories at baseline by level of program completion
Participants by Program Completion Type
Baseline Only
Participants

Training Completion
Participants

Training and
Internship
Participants

ANOVA

Mean (SD)

Valid
n

Mean (SD)

Valid
n

Mean (SD)

Vali
dn

Safer Sex Com.
Apprehension

12.59 (6.55)

60

11.83 (5.74)

131

12.06 (5.57)

54

0.34

.71

Patient SelfAdvocacy

41.25 (8.25)

57

43.3 (5.84)

118

42.07 (6.79)

50

1.93

.15

HIV Medication
Adh.

92.34 (11.98)

54

88.2 (18.6)

110

92.34 (11.98)

48

1.37

.26

Beck’s Depression
Inv.

14.74 (12.20)

17

12.95 (11.64)

17

11.75 (9.06)

18

0.32

.72

PHQ-9 Depression
Inv.

5.28 (5.72)

46

4.68 (4.72)

118

5.38 (4.85)

37

0.43

.65

HIV Intern. Stigma

24.59 (9.92)

65

24.02 (8.49)

134

26.93 (9.10)

55

2.05

.13

Self-Esteem

21.92 (5.35)

65

21.49 (5.0)

136

20.81 (4.62)

55

0.73

.48

100

fvalue

pvalue

Table 5: Change in Psychosocial Inventories for Individuals Who Completed the Training, Paired TTest
Survey Period
Time 1

Time 2

Psychosocial Inventory (Valid N)

Mean (SD)

Mean (SD)

t-value

p-value

Safer Sex Communication Apprehension (176)

11.95 (5.72)

11.18 (5.54)

-1.66

.10

Patient Self-Advocacy (153)

42.84 (8.25)

43.94 (6.79)

2.08

.04

HIV Medication Adherence (149)

88.01 (11.98)

90.88 (11.98)

2.20

.03

Beck’s Depression Inventory (35)

11.75 (10.25)

10.80 (11.58)

-.9

0.38

PHQ-9 Depression Inventory (150)

4.82 (4.70)

3.04 (4.19)

-4.49

< .001

HIV Internalized Stigma (185)

25.06 (8.74)

23.02 (8.79)

-3.79

< .001

Self-Esteem (186)

21.33 (4.87)

22.49 (4.88)

4.03

< .001
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Paired T-Test

Table 6: Change in psychosocial inventories from baseline to training completion, by level of program
participation
Participants by Program Completion Type
Training Completion Only Participants

Training and Internship Participants

Time 1

Time 2

Paired
t-test

Time 1

Time 2

Paired
t-test

Valid
n

Mean (SD)

Mean (SD)

p-value

Valid
n

Mean (SD)

Mean (SD)

p-value

Safer Sex
Com.
Apprehen.

123

11.95 (5.8)

11.84 (5.69)

.83

52

12.2 (5.53)

9.66 (5.74)

.001

Patient
SelfAdvoc.

108

43.07 (6.0)

43.47 (6.74)

.50

48

41.95 (6.8)

44.65 (5.19)

02

HIV Med.
Adh.

103

88.44 (15.8)

89.51 (13.92)

.77

53

88.81 (17.0)

93.94 (13.98)

.02

Beck’s
Depression

17

12.94 (12.99)

12.73 (11.64)

.94

18

11.75 (9.06)

8.86 (10.00)

.26

PHQ-9
Depression

86

4.86 (5.10)

3.00 (3.82)

.001

35

5.21 (4.9)

2.77 (3.42)

< .001

HIV Intern.
Stigma

131

24.23 (8.46)

22.45 (8.82)

.001

53

27.15 (9.05)

24.67 (8.48)

.003

SelfEsteem

132

21.36 (4.98)

22.70 (4.93)

.001

53

20.7 (4.58)

21.85 (4.69)

.07

Inventory
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Table 7: Independent t-test comparing psychosocial inventory changes between Time 1 and 2 for
participants who completed the training and those who completed the training and internship
Participants by Program Completion Type
Training Completion
Participants

Internship Participants

Independent ttest

Valid n

Mean (SD)

Valid n

Mean (SD)

t-value

pvalue

Safer Sex
Communication
Apprehension

123

-.12 (6.23)

53

-2.28 (5.73)

2.16

.03

Patient SelfAdvocacy

105

.40 (6.15)

48

2.63 (7.21)

-1.96

.05

HIV Medication
Adherence

103

1.07 (14.06)

46

6.91 (19.12)

-2.09

.04

HIV Internalized
Stigma

131

-1.77 (7.71)

54

-2.66 (6.16)

.75

.45

Beck’s Depression
Inventory

17

-0.22 (12.36)

17

-3.58 (12.52)

0.79

.44

PHQ-9 Depression
Inventory

114

-1.62 (5.27)

36

-2.23 (3.28)

.73

.47

Self-Esteem

132

1.35 (4.36)

54

1.10 (4.23)

0.35

.73
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Figure 2: Mean psychosocial inventory changes between baseline and training completion by program
completion level

Change in Emotional
Psychosocial Inventories at
Training Completion by
Group

Change in Behavioral
Psychosocial Inventories at
Training Completion by
Group

3

8
6
4
2
0

2
1
0
PHQ-9

Safer Sex
Patient SelfCommunication Advocacy
Apprehension

Self-Esteem HIV Internalized
Stigma

Training Completers

Internship

Training Completers
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Medication
Adherence
Internship

Table 8: Change in psychosocial inventories for internship participants, Time 1-2, Time-2-3, and Time 1-3
Survey Period

Paired T-Test

Baseline

Training
Completion

Internship

Time
1-2

Time
2-3

Time
1-3

Psychosocial Inventory (Valid N)

Mean (SD)

Mean (SD)

Mean (SD)

p-value

p-value

p-value

Safer Sex Communication
Apprehension (N=52)

12.2 (5.53)

9.66 (5.74)

10.22 (5.03)

.001

.21

.02

Patient Self-Advocacy (N=48)

41.95 (6.8)

44.65 (5.19)

45.17 (4.82)

.02

.58

<.001

HIV Medication Adherence (N=53)

88.81 (17.0)

93.94 (13.98)

92.83 (12.87)

.02

.33

.37

Beck’s Depression Inventory (N=18)

11.75 (9.06)

8.86 (10.00)

PHQ-9 Depression Inventory (N=35)

5.21 (4.9)

2.77 (3.42)

2.63 (3.03)

<.001

.78

.003

HIV Internalized Stigma (N=53)

27.15 (9.05)

24.67 (8.48)

23.06 (8.02)

.003

.18

<.001

Self-Esteem (N=53)

20.7 (4.58)

21.85 (4.69)

22.74 (4.64)

.07

.23

.01

105

.26

Figure 3: Change in psychosocial inventories by time for internship participants
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Chapter 4 - Tailoring the client-focused considering work model to
an HIV peer program
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Abstract
This focus group study describes the psychosocial and work preparedness impacts of twenty-one
PLWH who were employed as peers in a New York City ASO, while receiving public benefits.
Using thematic analysis, the study applied focus group findings to Goldblum and Kohlenberg’s
client-focused considering work model for PLWH, a model designed to guide vocational
counseling for PLWH. It described how an ASO’s peer program applied the client-focused
approach, participant perceptions of the barriers and facilitators of work for each domain of
influence (medical, financial/legal, psychosocial, vocational concern, vocational confidence),
and lastly the impact of program components on helping participants move through the phases of
considering work.

With the expanded use of certified peers in in healthcare, the authors sought

to assess if the model could fit with HIV peer programs that train and prepare individuals for the
workforce. The analysis explored how well peers’ experiences of considering work fit the model
and refined the model to reflect peers’ perspectives and tools used in typical peer programs. The
tailored model will allow for a more precise application of peer vocational program design and
program evaluation. Added to the model were tools utilized by peer programs to help improve
the self-esteem and self-efficacy of peers, as well as tools that assist peers during their full-time
employment decision making process.
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Introduction: Review of the Literature
Due to the many advances in HIV treatment, HIV is no longer defined as a terminal
disease; but instead as a chronic and manageable condition.1 In 2017 the Centers for Disease
Control and Prevention (CDC) approximated that 90% of people living with HIV (PLWH) in the
United States (over 900,000 individuals) were considered working age (between the ages of 2064).2 The Medical Monitoring Project, the largest nationally representative survey in the US
assessing clinical and behavioral characteristics of PLWH, estimated only 47.7% of PLWH were
employed in 2017, as compared to 62.9% in the general population.3, 4 Many PLWH have
considered going back to work, but obtaining work has been a challenge. Even before their HIV
diagnosis, many PLWH were at risk of unemployment and underemployment; newly infected
individuals were more likely to live in areas with high poverty rates, low high school graduation
rates, and high unemployment rates.5 Additionally, research regarding PLWH who were
interested in returning to work found that participants commonly had low technology skills, low
educational attainment, experiences of multiple stigmas in addition to HIV, and/or were out of
the workforce for well over five years (if they had ever worked).6-17
It is estimated that 41.6% of PLWH have household incomes at or below the federal
poverty threshold.3 A retrospective study of 2100 PLWH on Medicaid and commercial
insurance plans found that annual medical costs were estimated at $26,000-$37,000 per person;
lifesaving Highly Active Antiretroviral Treatment (HAART) prescriptions accounted for
approximately 70% of costs.18 Qualitative studies of unemployed PLWH found that participants
were concerned they could not obtain jobs enabling them to pay for basic life costs such as
housing, daycare, and food, as well as the cost of medications.7, 15, 19

Many would only be able

to obtain jobs at minimum wage. Even with the current Affordable Care Act subsidy plans in
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place, a job at minimum wage would not allow PLWH to be able to meet their household and
food expenses, nor pay all their medical insurance deductibles and co-pays.
Quantitative and qualitative studies have identified a number of concerns PLWH have
about entering the workforce; the most pressing concern being fear of losing benefits (i.e. social
security, housing subsidies, food stamps).8, 12, 13, 15-17, 20-24 For many PLWH, HIV is experienced
as an episodic disability with unpredictable cycles of wellness and sickness; they feel well most
days, but have bouts of debilitating illness.25 PLWH commonly collect social security disability
benefits, in 2017 the CDC estimated that 18.3% PLWH collected Supplemental Security Income
(SSI) and 22.2% received Social Security Disability Insurance (SSDI).3 In addition, each year
over 500,000 PLWH receive Ryan White services; US government funded medical and support
benefits, such as food, housing and psychological services for PLWH.25 Some PLWH receiving
SSI/SSDI have the capacity to work, but remain unemployed because they fear losing their
benefits. In New York City all PLWH who meet financial need requirements receive HIV/AIDS
Services (HASA) benefits. HASA provides case management, housing and cash benefits, and
assistance with SSI/SSD applications and Medicaid and food stamps.26 HASA recipients are
eligible to receive an earned income disregard during their first 12-months of employment. The
amount of HASA benefits received is based off income and household size. To help people
adjust to exiting off of benefits, during the earned income disregard period benefit calculations
exclude approximately half of their income.27
PLWH fear how the work environment will impact their health or how their health will
impact their work capacity. They are unsure if they will have the physical stamina to handle the
long hours and stress of previously held jobs due to medication side effects like fatigue and
frequent diarrhea, as well as how work stress would impact their health.6, 8, 11-14, 16, 23, 28 Due to

110

the variety of personal and outside stigmas experienced when living with HIV, disability not
only concerns physical challenges, but also emotional ones. Sadness and depression often
accompany HIV; the Medical Monitoring Project found that 20.2% of PLWH suffer from some
sort of depression, which is 2.5 times the rate of the general population.3, 29 Some PLWH
reported their depression inhibits their ability to work.11, 28, 30 Experiences and fears of
discrimination and disclosure were also common across studies.6, 8, 13-16, 31 Lastly, some PLWH
experience a general unknowing of their future health and do not want to work because they fear
good health is only temporary.13, 19
HIV Peer Workers
Peer workers utilize their personal experiences to help others.32 They share the same
demographic characteristics (gender, age, race/ethnicity), lived experiences (i.e. men who have
sex with men, injection drug use, commercial sex work), chronic condition (HIV, diabetes,
obesity) and/or community membership with their clients.33, 34 Interventions utilizing peer
workers commonly occur in the prevention and treatment of mental health disorders, addictions,
and chronic conditions, including HIV.32 Peers are used because they can access communities in
different ways than medical and behavioral health professionals; sometimes being the only
people with an ability to gain entree to a community, such as with drug users and sex workers.
Additionally, people often want and need social support to help them cope and treat their
conditions; peers meet this need and they receive formalized training.35 Over the past two
decades peer training has become more structured and the roles of peer workers have become
more formalized. State and national certifications have been created. According to the Substance
Abuse and Mental Health Association, starting in 2007 States with peers certification processes

111

could bill Medicaid for peer delivered behavioral health services and in 2014 States could bill for
health and wellness services.32
Peer educators have been incorporated into HIV treatment and prevention programs since
the inception of the HIV epidemic.33 HIV peer workers provide a variety of services including,
health education, psychosocial support, case finding, community outreach, navigation to medical
appointments, and treatment adherence.36 Recommendations from the 2015 New York State
Blueprint for Ending the AIDS Epidemic led to the creation of the New York State HIV peer
certification. The Blueprint stated that the creation of a certified peer workforce would not only
increase culturally competent services to PLWH, but also enhance employment opportunities for
PLWH at livable wage.37
This chapter describes the experiences of participants in an HIV peer program in New
York City through the lens of Goldblum and Kohlenberg’s (2005) “client-focused considering
work model for PLWH.”38 The model was developed to guide vocational rehabilitation programs
for PLWH, but the model’s fit with HIV peer programs has not been assessed. The goal of my
analysis is to explore how well peers’ experiences of considering work fit the model, and to
refine the model to reflect peers’ perspectives and tools used in typical peer programs. This
tailored version of the model would allow for more precise application of the model to peer
vocational program design and program evaluation. Additionally, the authors describe the
barriers and facilitators to work as perceived by participants.
Client-Focused Considering Work Model for People Living with HIV
Goldblum and Kohlenberg recognized the many challenges PLWH face when
considering a return to work.

The client-focused considering work model for PLWH is built

from three intertwining concepts, the client-focused approach, domains of influence, and stages
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of change. The principles of self-determination, self-efficacy, and consumer directed
empowerment deeply influence the client-focused approach.38 The model supports PLWH
having the power to determine their future vocational directions; it does not assume work is the
best decision for all PLWH. A person’s self-efficacy empowers them to define and achieve their
vocational goals through choosing the types of services they need.
At each stage individuals weigh the pros and cons of work through the “four domains of
influence”: medical, legal/financial, psychosocial and vocational. The domains are embedded in
the vocational research regarding the motivators of and barriers to work for PLWH. PLWH who
are contemplating a change in their work status consider each of the four domains to increase
their ability to make “well-informed decisions that maximize individual outcomes and minimize
the undesirable costs.”39 p. 2 Individuals weigh the elements of each domain because work choices
can both enhance and hinder personal outcomes. For example, returning to work may have
positive psychosocial results, but negative health consequences. It is important for work
readiness and vocational programs to help individuals understand the risks and benefits of their
choices for each domain.
Conyers and Boomer’s conducted a 2016 cross-sectional study of 1702 PLWH to
empirically validate the model.39 A goal of the study was to understand how individual barriers
and facilitators of employment were associated with each of the domains. Factor analysis found
vocational survey items did not create one vocational domain, but rather two subdomains,
vocational confidence and vocational concerns.39 Vocational confidence refers to internal
characteristics, such as someone’s vocational skills and abilities, whereas vocational concerns
relate to external factors, such as labor market trends, work policies (sick time, break times),
discrimination, physical demands of work, and number of work hours. In 2018 Conyers
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expanded and revised the model to include all emerging and episodic disabilities, additionally
they revised the phases of work to be more aligned with other vocational models that apply the
stages of change.40 The current study applied Conyers and Boomers’s 2017 findings concerning
the vocational domain and discussed how Conyers’s 2018 revisions to the phases of work would
be beneficial for peer programs.39, 40
Similar to Prochaska and Diclemente’s model to explain the stages of addiction recovery
(Stages of Change), the four phases for considering work include: contemplation, preparation,
action, and resolution.41 Stage related decisions and activities are needed in order to effectively
gauge the risks and benefits of making an employment change. PLWH first contemplate
obtaining employment; this can occur because persons have either an internal or external
pressure for a life change impacting one or more of the domains of influence. They may want
more income, feel healthy enough to work, or new legislation may force them to consider
change. During this stage individuals are asking themselves, “is any change feasible?” and they
begin to consider the risks and benefits of change for each of the four domains.38, 39
During the preparation phase individuals need to determine what kind of change is best.
They try to address this question through planning for change and setting initial vocational goals.
The activities during this stage can include meeting with a vocational counselor, participating in
work readiness workshops, and researching types of vocational trainings. In the action stage
individuals are asking what they can do to achieve their goal(s). They begin to implement their
plan through embarking on new vocational trainings, attending school, volunteer work or even
beginning their job search. During the resolution stage individuals ask themselves if the pressure
to change has been resolved. They either choose to meet this need in a non-work way
(volunteer, find a roommate, etc.) or they have chosen to work and are adapting to their new
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circumstances. Goldblum and Kohlenberg stress that this is a non-linear process and at any time
persons can reconsider and move to a new stage or back to a previous one or they may choose to
not make any decision. It is important for vocational providers to offer specific stage related
activities. An illustration of this process is displayed in Figure 1.
Peer Program Components of Study Participants
The participants in this study were adults living with HIV and employed as peers at an
AIDS Service Organization (ASO) based in New York City. The program aimed to improve the
quality of life of the peers and the people they served, as well as providing peers with skills to
enter the workforce. Program participants completed a comprehensive HIV peer training at the
same organization, an HIV training at another agency, or few joined the program with no formal
training. To qualify for the agency’s peer training, they had to be diagnosed with or affected by
HIV. The agency’s training program took place over eight weeks, three days a week from 10-4.
Goals of the training included knowledge gain, skills development and peer affiliation.
Participants received an education in HIV and other STI’s, safer sex, Hepatitis C, substance
abuse, and harm reduction. They learned HIV service skills such as prevention education and
treatment techniques and outreach and counseling techniques. Lastly, they learned and applied
the following soft skills: getting to work on time, following a set schedule, speaking in a group,
getting along with others and dressing appropriately. Each training cycle involved 25-40
participants.
At the time of this study the peer program involved approximately 110 peers of which
85% participated in the training program and 80% were living with HIV. The peer program
functioned in six-month cycles, starting each January and July. The foundations of the program
were the internship placement, mentor guidance, advanced trainings and weekly peer support
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group. During the internship participants gained work experience and applied skills learned in
the training program. Internship placements were in various direct and indirect HIV service
positions. Twenty-three percent of the placements were in group facilitation, 16% in basic needs
(kitchen, cleaning, clothing room), 16% in Health Homes (Medicaid medical navigation
program), 15% in outreach and 31% in other (counseling and testing services, men who have sex
with men (MSM) programs, data management, operations, security). Depending on the peer
placement each peer worked 9-20 hours a week and received a weekly stipend.
Each peer was assigned to a mentor. Often, but not always the mentor worked in the
same department as the peer and functioned as their supervisor. Each cycle the peer and the
mentor created a Peer Development Plan. This plan listed goals and objectives related to
professional development, health and recovery/mental health. Each month the mentor and peer
updated the status of the objectives. The mentor filled out a monthly evaluation largely focusing
on the peer’s ability to meet certain soft skills measures, such as dressing appropriately, asking
for help when needed and working as a team. In addition, peers attended support group three
times a month. There were 15-20 peers in each group facilitated by staff who had previously
functioned as a peer. During the support group peers discussed work concerns and obstacles to
recovery. Figure 2 displays the relationship between the various components of the peer
program. Peers were encouraged to attend advanced trainings had access to onsite vocational
preparedness support services.
This chapter describes focus group findings as they apply to the client-focused
considering work model for PLWH. It describes how an ASO’s peer program applies the clientfocused approach, participant perceptions on the four domains of influence, and lastly the impact
of program components on helping participants move through the four phases of considering

116

work. In Goldblum and Kohlenberg’s 2005 model, persons move through the “phases of
considering work” as they consider returning to any kind of work, part-time or full-time. All
focus group participants were working part-time as peers. This study expands on the model
through applying it to a peer program that aims to prepare participants for workforce reentry. It
explores how specific peer program tools help participants consider the appropriate phase related
questions and work through the phase specific activities. Goldblum and Kohlenberg hypothesize
that this process is what moves people through the phases of work. The focus groups contained
participants at each considering full-time work phase. This is the first study to apply the full
conceptual model to a peer program. With the expanded use of peer workers in healthcare and
the recent development of the New York State HIV peer certification this work is both relevant
and necessary for PLWH utilizing peer positions as an entryway into joining the workforce.

Methods
Research Design
This study utilized a focus groups approach because it allows researchers to observe an
abundant amount of exchanges on specific topics in a short amount of time.42 This technique
brings to light the consensus and diversity of participants’ experiences and opinions.42
Investigators directly witness the similarities and differences of participants’ opinions and
experiences pertaining to specific topics.42 The organization where the research was conducted
emphasized that the key component of their program was peer affiliation. Therefore, the research
team felt focus groups were the most appropriate qualitative tool because it allowed for them to
observe peer interactions. The study received IRB approval from the Graduate Center at the City
University of New York (CUNY).
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Participants and Sampling
Participants for the study were recruited from an ASO’s peer program in New York City
during July 2016. The PI attended a peer program monthly meeting and described the purpose of
the study. Interested participants were asked to complete a study screener. All individuals who
met study criteria (living with HIV and receiving public benefits) were invited to participate into
segmented groups by age and benefits received. Approximately 18% of individuals in the peer
program participated in the focus groups. Segmented groups assemble participants with shared
background characteristics, but not necessarily shared perspectives and attitudes.42 The authors
wanted to ensure participants were from specific age groups and received different types of
benefits. Age was chosen as a variable because early analysis from chapter three of this
dissertation found it to be an important predictor of someone wanting to return to full-time work
among people in the peer program. Benefits was picked as a variable to decipher how each
program independently impacted participants’ decisions to return to work. The five focus groups
included 1) participants under the age of 40 receiving HASA and/or SSI/SSD, 2) participants
over the age of 40 receiving HASA only, 3) participants over the age of 40 receiving SSI/SSD
and HASA, and 4/5) two groups with participants of mixed ages who received HASA with or
without SSI/SSD. Participants were offered a $10 stipend and a Metrocard for completing the
focus group and a demographic and barriers to work questionnaire. For a summary of participant
demographics, see Table 1.
Protocol Development and Interview Procedures
An interview guide was created to direct the focus groups. The Principal Investigator
reviewed the literature and developed the protocol through the lens of the client-focused
considering work model and with input from dissertation committee members and the director
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off the National Working Positive Coalition. The National Working Positive Coalition is a
coalition of individuals living with HIV, service providers, researchers, and advocates who are
committed to improving the financial needs and complex challenges facing people living with
HIV. The topics covered by the protocol included barriers to work, psychosocial impacts of
working as a peer, impact of peer program tools, skills learned in peer program, and how lived
experiences with HASA and SSI/SSDI impact work-related decisions.
To help facilitate focus group conversations, before each focus group participants
completed a “barriers to work” survey. The survey was developed by the research team and
included 15 statements concerning common barriers to work found in the literature. Response
choices included: “Strongly Agree,” “Agree,” “Neutral,” “Disagree,” or “Strongly Disagree.”
Questions concerning demographics and benefits received (HASA, SSI, and SSD) were also
included in the survey. A copy of the survey can be found in Appendix 2. A section of each
focus group was devoted to discussing people’s responses to their survey.
During each focus group, the Principal Investigator facilitated the groups and an
undergraduate student acted as a note-taker. Focus groups were semi-structured, the interview
guide served as a baseline and was adapted and expanded to follow participants’ leads regarding
specific issues and concerns. The note-taker primarily transcribed the content of the sessions in
vivo by hand so that the Principal Investigator could review initial categories and themes prior to
conducting succeeding focus groups. The focus groups sessions lasted an average of 1.5 hours.
To confirm accurateness, focus group discussions were also audio-recorded and later transcribed
verbatim. Pseudonyms were used for all names.
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Data Analysis and Interpretation
A thematic analysis of transcriptions occurred. Thematic analysis is a method for
categorizing, analyzing and reporting patterns or themes within data” 43 According to Braun and
Clarke, when researchers code data utilizing thematic analysis they must choose their analytic
approach—'theoretical’ or inductive. When utilizing a theoretical approach, codes are identified
through specific research questions guided by the researcher’s analytic or theoretical interest in
the topic.43 Comparatively when using an inductive approach data is coded without trying to
piece it into a preexisting coding frame, or the researcher’s analytic preconceptions.43 A
theoretical analysis was used in this study; coding was strongly defined by the interview guide
and Goldblum and Kohlenberg’s “client-focused considering work model.”38 Additionally, in
thematic analysis one must choose the level at which themes are identified, semantic/explicit or
latent/interpretive level. When applying the semantic approach, themes are determined by the
explicit or surface meanings of the data.43 The researchers do not search for meaning beyond
what is said by participants. Conversely, when coding at the latent level the researcher “starts to
identify or examine underlying ideas, assumptions, and conceptualizations – and ideologies –
that are theorized as shaping or informing the semantic content of the data.43 p. 84 This research
utilized the semantic approach in order to understand how study findings and themes related to
and contributed to previous literature concerning employment and HIV.
A four-stage coding and analysis took place. During Stage 1 the Principal Investigator
completed a detailed reading of all focus group transcripts and decided on categories and themes
based on the Client-Focused Considering Work Model. During Stage 2 the PI utilized N-Vivo
12.0 to code each transcript line by line. The PI went through coding nodes and adjusted and
collapsed segments as necessary. During Stage 3 two consensus coders completed a full read of
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each transcript, followed by each theme segment. The coders marked areas where they disagreed
with coding and made suggestions to different or new codes. The consensus coders were two
agency employees deeply familiar with the peer program. Differences were resolved through
deeper discussions of specific areas of coding discrepancies, although the PI’s interpretation was
prioritized. In Stage 4 the PI adjusted coding according to consensus coder suggestions.
Descriptive statistics were used to understand the demographic make-up of the focus
group participants, including age, gender identity, race/ethnicity, sexual identity, and number of
benefits received. In addition, descriptive statistics were used to assess barriers to work survey
responses.

Results
Participants
Twenty-one individuals participated in one of five focus groups. Among the participants,
52% (n = 11) identified as female, 38% (n = 8) as male and 10% (n = 2) as transwomen. Fiftytwo percent (n = 11) identified as Black or African American, 23% (n = 5) as Hispanic or Latino,
14% (n =3) as Mixed Race and 10% (n = 2) as White. The mean age of participants was 48 (SD
= 10.0; range: 30-61). All individuals received public assistance; 52% (n = 11) HASA only,
24% (n = 5) HASA and SSI or SSD and 24% (n = 5) SSI or SSD only. Participant demographics
can be found in Table 1.
Focus groups findings will be discussed by each piece of the Client-Focused Considering
Work Model: (a) client-focused approach, (b) domains of influence, and (c) phases of
considering work.
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1.0 Client-Focused Approach
According to the client-focused approach, a person’s self-efficacy provides them the
ability to determine their vocational goals and services. Many focus group participants described
experiences of trauma; they often entered the peer training program feeling depressed, isolated,
lost, and worthless. Most participants did not start their peer internships with the self-efficacy,
self-esteem or knowledge to change their vocational directions. Participants expressed that the
mentorship program, judgement free atmosphere, and the ability to experiment with different
roles at the agency contributed to building their self-esteems and transforming their self-efficacy.
The peer development plans taught participants how to create their own goals; this process
provided them with the tools to determine their vocational futures.
Participants voiced that the accepting, non-judgmental atmosphere at the agency allowed
for them to heal and rebuild their self-esteem. The environment allowed them to feel less
stigmatized and alone: “I literally look to my left, look to my right we’re all here trying to do the
same thing and we all suffer from the same or similar issues.” The agency became a community
for participants, providing a place for them to grow and develop in a place where they felt safe
and just like everyone else. One participant stated,
“You know I get to come to a place where I get to help people and not feel in judgement
and not worry about what anyone is thinking. No one is thinking anything. It definitely
does a lot for your self-esteem. It makes you want to come out more and see more of the
world because you know this is our only chance.”
Peers reported the mentorship program as a vital part of their process. “I think the
mentoring and supervision is a key component of the whole entire peer program, it’s muy
necessario in Spanish. It’s something that it could be harsh and everything else, it could be, not
for everybody, but it’s necessary to grow.” The support of mentors helped peers to rebuild
themselves. One peer stated, “what I learned here with Gina is that we all fall. And it’s how you
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get back up. And had it not been for them embracing me and not making me feel as bad as I
honestly felt when I got here, so that’s what this agency did for me.”
The participants reported the peer program allowed them to experiment with different
roles. This enabled them to explore their strengths and weakness, supporting the growth of their
self-esteem and self-efficacy.
“They realized I wasn’t a trainer, but they didn’t let me go because I wasn’t a trainer,
they found something else for me to do. First, they put me into the kitchen, I did the
kitchen, I worked in the clothing room. Then I went into the operations program, which
basically runs the whole agency, you know and that’s where I found myself. I love it, you
know, and I want to get my maintenance certification.”
The client-focused approach also emphasizes persons creating their own vocational goals.
Participants described creating peer development plans with their mentors. One peer stated,
“they asked me what do you want to do in five years, that’s the kind of thing that I got from this
agency, what do you want to be doing in five years and I really appreciated that. No one had
asked me that before.” Creating development plans was an empowering process and helped
participants decide their vocational directions.
Creating effective development plans was not natural for all participants. One peer
stated, “this agency taught me how to do things. Work one piece at a time, don’t take too much
on. I want to do this, and I want to do that, no, they showed me how to get serious and it took me
many years.” Working through development plans was slow for some, but often led to
empowering results.
“That’s why I’m still here because I started out very, very slow. I wasn’t really sure what
I wanted to do. And as my ability to grow and my ability to change with the time and my
ability to learn my own worth, my abilities to get better with some things. I met so many
goals. And I didn’t know that I could actually set and achieve.”
The connectedness that the peers experienced allowed for them to become more open and
vulnerable and less judgmental towards themselves, clients, fellow peers and staff members. The
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sense of security allowed for the participants to grow their skills sets, find meaning in their lives,
and create change for themselves and others.
2.0 Domains of Influence
According to Goldblum and Kohlenberg (2005) there are four domains that influence an
individual’s work decisions: Medical, Financial/Legal, Psychosocial, and Vocational. The
following paragraphs will describe how participants reacted to each of the domains. Survey and
focus group responses were similar. Sixty percent of participants (n = 12) agreed that barriers
existed to returning to work full-time, 30% disagreed (n = 6) and 10% (n = 2) were neutral.
Survey results are found in Table 2. Survey and focus group responses will be described under
their appropriate domain of influence.
2.1 Medical
Health was an important determinant in seeking full-time employment for participants.
Episodic disability and co-morbidities were common barriers for many, whereas everyday HIV
health factors such as medication adherence and drug side effects were not. Participants shared
how peer work and related trainings improved their health, whereas there were varied opinions
on how the stress of work would impact health. According to survey results, 13 disagreed with
not feeling healthy enough to go back to work, five were neutral and three agreed. The three
participants who agreed that they were not healthy enough to work were over 50. Focus group
findings resembled the survey, most participants did not find their current health to be a barrier
to work.
Two of the most common barriers to work a decade ago (medication side effects and
medication adherence) were not a concern for focus group participants.8, 13, 44, 45 Zero survey
respondents agreed medication side effects would interfere with full-time work. A participant
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stated, “There’s medications to subside the side effects of the medications. You just have to let
your doctor know which side effects you’re having because they are commonly known for each
individual cocktail or medication and the doctor already has that prescription ready for you.” No
participants felt that a full-time job would interfere with medication adherence on their survey.
A participant stated, “Let’s be serious, you could put that in your bag, keep a little something in a
container at your job. There’s all these tricks to that.”
Some participants had an overwhelming “health fear,” mostly related to HIV related
illnesses and other co-morbidities. Participants were fearful of losing their health for a period of
time (episodic disability) or permanently. These concerns became obvious during “HASA For
All” discussions. At the time of the focus groups, New York State had just announced HASA
benefits would be available for all low-income NYC residents living with HIV, irrespective of
current health. When focus group participants were asked if healthy PLWH should be eligible for
HASA forever, most responded yes “because none of us know when this can change in a
minute.” One person stated,
“I’m scared to go back to work, especially the year and a half that I’ve had with so many
surgeries and setbacks and my peers here know, so I’m scared to go back to work and
something will happen or something else will break down on me and I have to take
another two months off. And what am I going to do then? People depend on me.”
Almost half of participants disagreed (n = 10) that HIV related sicknesses will make it hard to
work, whereas (n = 11) agreed or were neutral. Participants conveyed symptoms related to their
neuropathy and asthma have caused them to call out sick. One participant stated,
“But for me it’s not because of the HIV that I’m worried about, it’s like I have a bunch of
other illnesses. I am asthmatic, I have sleep apnea and my blood pressure is always
fluctuating up and down, so that’s stuff. When those things can’t function, my HIV goes
crazy too, but remember all those illness is dependent on your immune system and if you
don’t have a strong immune system it can hurt you.”
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Focus group participants and survey responses had mixed opinions about the impact of
the stress of work on their health. Participants reported peers who have transitioned to full-time
staff have suffered from declines in their health caused by work stress; participants felt that
holding the responsibility for meeting program deliverables was a challenge for some peers who
transitioned to staff. Other participants reported that working at a social service agency can be
stressful, but as peers they have learned coping skills and they do not think it would impact their
health. Comparatively, one described the stress of work in retail as “burning t-cells.”
Participants reported the knowledge and experiences gained at the agency created
improvements in their health. “I’m learning things, being more aware of things that go on at the
doctor’s office, just it all works. I see for myself and other people it helps you be more on top of
your own health.” Multiple participants incorporated exercise into their peer development plan
and reported taking the steps instead of the elevator. Peer work helped the participants to take
control of their health and learn their personal limits,
“It made me look at life and know that life is too short and don’t take the little things for
granted, you know. Be up on your health, make sure everything is good for you. You
can’t always work, work, work you have to focus on yourself sometimes, you have to
focus on your health, and I learned that because I’ve lost a lot of students and a lot of coworkers within the five years that I have been here.”
Lastly, participants reported that since being part of the peer program they have become less
passive and more active in their medical care.
“Before I would just take my medication, they threw out some numbers and the doctor
said yeah ok, done. I just wasn’t open, so by coming here I became more open. I learned
a lot about HIV and just now I’m opening my mind about more, to work on taking better
care of myself, emotionally, which is a big challenge and I got to do exercise, not the
elevator, but take the steps.”
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2.2 Vocational Concerns
Participants identified various vocational concern topics as full-time employment
barriers, including affordable and adequate health insurance, suitable leave time, and being able
to mentally and physically handle a 40-hour work week. Over half of survey respondents (n =
11) were neutral or disagreed that they would be able to obtain adequate and affordable health
insurance from an employer. One participant stated, “without my Medicaid I’m done.”
Participants with co-morbidities had greater concerns regarding health insurance than those
without. Participants understood that if they went back to work full-time the AIDS Drug
Assistance Program (federal assistance program for people living with HIV who have limited
private insurance) would continue to support out of pocket costs related to their HIV.46
Participants were concerned about being able to stay with doctors if they had different insurance.
Participants with co-morbidities were unsure how they would afford co-pays related to their
other conditions, such as medications and wheelchairs.
Participants were concerned about employers providing adequate leave time. Some were
worried about balancing full-time work with doctor’s appointments, care needed for their HIVrelated illnesses, and recovery and mental health support. Over half (n = 12) of survey
respondents disagreed that work would interfere with their ability to attend a doctor’s
appointment. Participants with multiple co-occurring conditions felt it would be a challenge to
schedule all appointments during off hours because of the number of doctors they regular see in
addition to their HIV specialist. “I also have dermatology, I have the dentist, I have the eye
doctor, these are things that go along with not only HIV, but also aging, I am 44.” Some were
not concerned about appointments because they would like to work at an ASO and felt ASO’s
would accommodate time off for doctor appointments. In addition, some participants were
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nervous they would lose their jobs for taking necessary sick time. One participant stated, “You
can get sick and most jobs are going to be like, Um whose fault is that? That’s your symptoms,
that’s your pain. You need to just function and go on. You’re replaceable.” Another participant
said, “And you get a job and you have one of those medical days, they only allow you a certain
amount of medical days. That’s when you are going to lose your job.”
Some focus group participants conveyed they would not be able to balance their physical
and mental health if they worked full-time.
“I do 20 hours and I do my hours over Monday, Tuesday and Wednesday. Because I want
to be able to get work all the way through and then rest, get into my house, support
groups for myself, I’m a recovering addict, so I go to my meetings and stuff. At work I’m
not just sitting down. Sometimes my back really hurts to the point where I have to sit
down, it’s not that I want to, but you know it’s just, to do 40 hours would be really hard.”
Additionally, some of the participants over 50 did not think they had the stamina to work a 40hour work week and expressed enjoying the freedom gained with working only part-time.
“It was never my objective at 56 to go back to work full-time anymore, I worked fulltime all my life, I don’t have the stamina and I like having freedom, I would only work
part-time at this point. I like having…I want to go to a movie on Wednesday morning. I
like that. At this age, I have worked since I got out of college. All of my life since 1981.
I am tired. I don’t have the stamina to go 9 to 5, I just don’t think I do. I would have an
attitude if I worked that much.”
Survey responses indicated participants could handle the physical demands of working full-time,
the majority of survey respondents disagreed that the physical demands of work were a barrier to
full-time employment (n = 15). During focus groups participants articulated PLWH could work
in a variety fields and if someone had physical handicaps then they would work at a job that did
not require physical labor.
Three survey respondents agreed they were fearful of facing discrimination in the
workplace. Two participants discussed previous workplace experiences with discrimination;
including one participant who was involved with a lawsuit against a previous employer for
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wrongful termination. The other individual shared that after disclosing their status to co-workers
they began acting uncomfortable around him and refused to share boxcutters. Most of the
participants were unconcerned with discrimination in the workplace because they would prefer to
work at an AIDS Service Organization. They felt that at an ASO management would be
understanding concerning time off for doctor’s appointments and sickness. Many felt
discrimination would not be a problem because HIV is no longer visible, and it is unnecessary to
share HIV status with co-workers.
2.3 Vocational Confidence
Overall, participants were satisfied with the vocational training they received and felt
confident about their skills set; zero survey respondents agreed that their job skills were out of
date and only three agreed that they do not have the job skills needed to go to work. One
participant stated, “That’s not a barrier, my skills are on point. I work here!” and another “one
thing about this agency is they constantly provide training to help you update your skills set.”
Participants reported acquiring a multitude of new skills through their various training
opportunities, including group facilitation, motivational interviewing, public speaking, HIV
testing, and writing progress notes. A peer reported, “Well I'm much more marketable today
than I was when I first entered this agency, so I’m eternally grateful for that.” Learning how to
engage with clients was one of the most important acquired skills described by the peers. One
participant stated, “it taught me how to hear, active listening, open-ended questions, how to get
someone to talk to you, especially if they are from a different culture or a different country, how
to get them to relax, to open up so that they can tell you what it is they need and want for you, so
that was wonderful.” Another said, “You know I learned to meet people where they at, I’ve
learned to not judge a book by its cover” and lastly, “most important the human factor of how to
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approach and how to engage. How to intervene or discuss a person’s health. And that when you
combine those two things together, you get a really good sense of people and what people are
going through with their health-related conditions.”
The peer program tools (mentorship, peer development plans, and evaluations) were
critical to the growth and development of the peers. Peers attributed the tools to helping them
acquire new skills and helping them to gain confidence in their work and abilities. This was
discussed in the client-focused approach section and will be discussed further in the phases of
considering work section.
2.4 Financial/Legal
A variety of financial discussions occurred during focus groups. The Office of
Temporary Disability Assistance (OTDA) peer income disregard New York State law, which
allows HASA recipients to collect income as a peer at an AIDS Service Organization in addition
to their benefits.47 For example, a peer can earn their peer wage and continue to receive free
housing, SNAP benefits, and Medicaid. Individuals who choose other types of employment lose
parts of their benefits. Persons receiving SSI/SSDI can disregard some earned income, but peers
who choose to work for 20 hours a week lose a significant portion of their cash benefits.48
Participants described the financial and emotional hardships of benefit dependency before peer
earnings, new spending opportunities that arose with the addition of a peer income, and fears
associated with losing medical and housing benefits.
Participants felt that social security and HASA benefits met their basic needs; they had an
affordable/free place to live, enough food to eat, and all HIV and other medical care was
provided. “I guess for me HASA covered the bigger immediate needs, the most important, the
roof over the head, the food in my stomach, the Con-Ed bill [electric], the working phone, being

130

able to wash my clothes on a weekly basis.” Although basic needs were met many often
struggled with benefit income alone and felt their health suffered because of it.
“It’s just a little frustrating after being on HASA because it’s like you guys say that you
want to keep me healthy and you now and help me out with this disease, but if I’m
stressing over how I’m going to pay bills you guys aren’t really helping me live a healthy
life. Because I literally burning T-cells worrying and trying to figure out, ok what does
my daughter need first and then after that what bills are a priority and then after that do
you have anything left over just to treat yourself and the answer was always no.”
The limited income was especially challenging when participants were searching for jobs and
needed to pay for things associated with an interview.
“I felt that I was way below the poverty line, like there were sometimes where I would
pay my phone and my con ed bill and I had to decide between doing my laundry or
getting a haircut. And you need both of those things for a job interview, so I was like ok I
can smell super fresh and look really horrible or look really clean cut and have a bunch of
dirty clothes. It’s like you couldn’t win.”
The struggles associated with benefit dependency is what brought many of the participants to the
peer program.
Regarding ability to meet expenses with their peer income, responses were distributed
across agreeing, disagreeing, and neutral. Participants reported the additional income allowed
them to participate in more social activities like going to the movies and going out dinner.
Many mentioned they could now afford cable and internet. Individuals reported being able to
save money and spend money on their children for the first time in a long time. All participants
felt more secure with the peer income than when they were just receiving benefits, but for some
it was still not enough. Some participants felt that having access to spare income inspired them to
want full-time work and more financial independence.
“Well I look at it like this, with me, it was just like a piece of bread [HASA benefits].
Then the meat and cheese came along [peer income]. So now I’m still waiting for the
lettuce and the cucumber, and the tomato and avocado, so it’s still a struggle, because it’s
really just the meat, cheese and bread, so it’s like, it’s still a struggle but now I’m looking
for the deluxe sandwich to supersize my life.”
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Returning to work for peers without children would result in loss of their cash, food,
housing, and medical assistance. Losing benefits was the largest barrier to returning to work for
the survey participants. Majority of survey respondents (n = 14) agreed that they were fearful of
losing their HASA and/or SSI/SSDI benefits. Participants at all levels of benefits expressed great
distress concerning losing benefits due to full-time work. Participants felt especially weary of
leaving the benefit system with their episodic disability or fear thereof because of the assumed
struggle to get back on benefits.
“I feel comfortable making a stipend and no one messing with my benefits and I’m
getting medication and everything is working fine, but then the next thing that is a
concern of mine was to actually, alright, so you go back to work, you go to SSI or HASA
and explain to them I’m no longer needing these services. Then unfortunately I get sick,
now it’s going to take me forever to get back on to these services, it’s not like I’m going
down there tomorrow and tell them I can’t do this no more, I got neuropathy of my feet
and everything like that, now what am I going to do? It’s kind of nerve wracking. It
makes you not really want to go back full-time in the workforce. Cause you know this
virus, it makes you, you could look good on the outside, but we know that it ages you in
the inside, so eventually its gonna catch up to you, the neuropathy and bad knees and;
look I already had a hip replacement, so it’s like, who knows what else is going to
happen.”
In addition, participants were hesitant to leave benefits because they were nervous about
maintaining employment, as well being able to earn enough to afford life in NYC. “Now if you
could substitute me having a job forever, that’s going to guarantee me that money then sure I
would hop off of it real quickly, real quickly.” Another respondent stated, “If I can make enough
money to live on and not need to spend above my mean and stay within my mean and still have
my phone and my cable, you damn right I’d go back to work, but I’m not going to. Working here
would just be enough for my rent.” Similarly, another respondent said, “Well for me. I’m scared
because my rent right now is over $1300 [per month] and the landlord wants to raise the rent, So
I’m going to have to look for another apartment, a smaller apartment. I know if I get a job, full-
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time, even if I’m starting at $35,000 a year, I am not going to be able to pay my rent.”
Participants receiving HASA felt that a one-year earned income disregard period was not long
enough for people to start to save and prepare to be reliant only on their income, especially at an
entry level salary.
“It should be longer, because realistically the amount we would get paid here, it’s not
enough for me to pay my rent and all of my other bills. It would be a lot more realistic if
they had the income disregard extended, like maybe two years would be more realistic. If
it’s only one year I will run out of my saving within three or four months. The people at
HASA don’t realize how expensive it is to live in NY, either that or they want you to be
on HASA forever.”
There were some participants with a more optimistic outlook on their earnings,
particularly participants receiving SSDI with histories of full-time employment. The following
participant had a long-term work history, was receiving SSDI, and was knowledgeable about
Ticket to Work (program for social security beneficiaries to assist with the transition to work).49
“I am talking about me and I’m encouraging other people to take risks. HIV is a
manageable health condition with the medication now. You can live out your whole
entire life. And you make more money working now—when the minimum wage is going
to be $15/hour. And if you go into this particular health field, you know right now,
navigators are making $35,000-38,000 a year with full benefits, a portfolio full of
benefits, 401 K and everything else.”
Participants feelings and attitudes towards leaving benefits was impacted by their
experiences within the HASA and Social Security systems, as well as the level of experience and
compassion of their HASA/Social Security case workers. Participants felt that HASA policies
dissuaded people from returning to the workforce, “when it comes to HASA I think they do deter
you. I think they are geared to keep you exactly where you at, unbalanced.” Over half of the
HASA-receiving participants reported having discussions with their caseworkers about returning
to work, but in most cases the client brought it up and not the case worker. Case workers
provided clients with limited information about the policies and procedures of moving from
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HASA to work. Most had explained that only some of their income would count towards their
HASA budget calculations, but no participants reported case workers showing them example
budgets.
Clients reported that HASA did not provide clients with back to work or education
support. A 44-year-old participant stated she had never had a conversation with her worker
concerning work or furthering her education; she’s been receiving HASA since she was 16. She
felt, “there should be like some specialist in HASA to help push people. There should be some
type of job specialist, educational specialist, to see how many people walk up in that room to say
I’m ready to X, Y, Z. And to guide the clients who want to change their situation, like going
back to work or going back to school.” Clients reported that HASA case workers encouraged
their work as peers and took into consideration their work schedule when making home visit
appointments.
Clients receiving SSI or SSDI reported more favorable experiences. SSI/SSDI recipients
seemed more informed of social security policies regarding Ticket to Work and other returning
to work programs. One participant stated,
“SSDI encourages you to work, most definitely. I will never forget when I called them
finally because I didn’t want to call, even to tell them I was a peer and getting just a
regular stipend. And when I did call, the women I was in tears and she finally got through
and she said listen just stop crying, you can work with what you are making now, send us
three pay stubs, she told me about Ticket to Work.”
2.5 Psychosocial
Participants described the psychosocial impacts of unemployment and peer work. They
shared deep feelings of depression and isolation while unemployed and the positive psychosocial
impacts of their peer work, especially the impact of helping others and being part of a peer
community with similar lived experiences. Before the participants became peers, many felt

134

depressed, lonely, angry and purposeless. One peer stated, “When I’m not working, I feel like
garbage. I feel like I’m not doing anything good to help society.” Participants described life
experiences while dependent on benefits alone. Benefits kept them alive, but without spending
money they didn’t want to leave their home or live their life.
“And you just sitting there waiting to die. That’s what it feels like to me, you know. You
just, you know, you don’t have shit, ‘cause you don’t want shit and you feel like you
don’t want shit, because you don’t deserve shit. And that’s just stops you from wanting to
live. Like he just said, like you know, you don’t want to look good.”
The down time at home lead some to risk taking behaviors. A participant stated,
“When you’re positive and they only give this set amount of money that you supposed to
be living off of and you can’t really go nowhere, that means you stuck in this apartment
that they are paying for, helping you pay for, um you’re depressed, but you ain’t really
got too much going on in there, you got no cable, now this just leads you to do other
things that is just frisky, having sex, inviting people over to the apartment that HASA’s
paying for, so it just promotes even more risky behavior, because why I’m bored, I have
nothing really to do.”
Peer work was an impetus for change for many participants. Work gave the peers
structure, a sense of responsibility and a feeling of validation. One peer stated, “You have to be
able to walk through the dark in order to see the light. Yeah and coming here was like my light
after being unemployed for 2 and a half years.” The “light” positively shaped their ambition,
self-esteem, and meaning in their lives. One peer stated “they taught me to believe in myself,
that anything you want to do you can do. You just have to put your head to it.” Working and
helping other people brought about pride, as one peer stated, “When I run groups, it’s like wow,
it’s really amazing to say, I’m so happy I can do this. You know four years ago I couldn’t, four
or five years ago I was waiting for my next hit. So, I’m proud of myself.” One peer stated she
continues her work as a peer to help manage her depression and to help others with similar
experiences.
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“I often felt so drained because of the depression, the anxiety, the HIV, my numbers were
going crazy…. It’s a hard thing, a real hard thing. That’s why I stay here, I don’t want
nobody to go through this, I want to help them go through it if they do. I got diagnosed
almost 19 years ago. I’m still hurt by it, I don’t date, I don’t date at all, I haven’t dated in
years…almost 4 years, I haven’t been intimate in almost four years.”
Working with clients had a large impact on participants professional development and
self-acceptance. They described the importance of altruism and empathy. In each focus group
the most poignant reason they worked as a peer was because they wanted to give back; they
received positive rewards for helping others. A participant working in acudetox (a method of
acupuncture) reported,
“And I love doing acudetox because a lot of time people when they come to me, they
confide in me, they tell me things. And I’m just doing their acudetox and they just start
telling me their stuff and I tell them maybe they should talk to a therapist or case worker
here. It makes me feel good. I can help. And you know you just doing someone’s ear with
acudetox and they just spilling their guts out telling me their stuff. And I feel good. It
makes me feel good that I can talk to somebody and if they want to cry and they want to
laugh, whatever they want to do and that’s a good feeling for me. So, I love doing what I
do.”
Working as a peer provides meaning to the participants. They are able to grow their vocational
skills sets and help to change the lives of their clients.
Experiences with clients helped the peers to gain helpful insights about themselves, “I got
to know myself through the clients. And basically, because certain issues and things that they
were going through, it reminded me of my past where I said, you know, this is my past, my past
is not going to haunt me again. I’m trying not to let it haunt me again.” These experiences made
the peers more empathetic, compassionate and some even claimed they are now better people. A
participant stated,
“Coming here to do volunteer work to help other people was like a culture shock for me
because I never thought about nobody but myself. Oh my God I hated women at one
time. I thought they were catty, that they got no consideration, they two facing and you
can’t tell them nothing, they tell them everything they think they know. Little did I know
I was just like that. It brought me face to face with myself. And it taught me some things
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I didn't really pay attention to because I didn't think I had to. It made me a better human
being, individual and woman.”
Being part of a large peer community had a large effect on the participants. For many it
was the first professional environment where they didn’t have to hide who they were. They were
able to share their HIV status, incarceration history, and their sexual identity without fear of
judgement. This experience helped many to no longer feel alone in their trauma, “I’m not the
only one that went through hell and back.” The fellow peers were an important source of social
support for many, “It’s my second family. I feel like they treat me better than my blood family.”
3.0 Phases of Considering Work
This section will explore how the peer program tools helped participants answer the
appropriate phase related questions and work through the phase specific activities.
3.1 Contemplation
Mentorship and support group were program tools that helped peers in the contemplation
stage address the question, “Is any change feasible?” These programs provide peers the
opportunity to discuss the domains of influence with their mentors and peers. Peers described
how their mentors helped them to recognize their potential for growth and their ability for more
advanced work, especially because mentors were often once peers themselves.
“My mentor is someone who has already been where I am and they had a good sense of
what it took to be a valuable employee or peer here. They opened-up possibilities to me
as to how far I could actually go doing this. Because I never really thought about it
before. But my mentor is like a source of support in every area. To open me up to
possibilities where I can see myself growing in different areas because, you know I came
in here really green, not knowing where I fit in, questioning everywhere I was put. Why
am I being put here? Why here, you know? But for someone to sit down and tell you
specifically why you are being put here because they see this in you.”
The support group provides the peers an opportunity to vent and seek advice from others who
have experience with the different systems impacting the domains of influence.
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3.2 Preparation
The Peer Development Plan and mentorship program helped participants decide, “What
kind of change is best?” During this stage persons set goals and create plans to achieve them.
The Peer Development plan was designed to help peers identify their professional, health, and
emotional wellness goals. Peers chose a long-term goal for each category and chose two shortterm (3-6 months) action steps to help accomplish these goals. Participants reported mentors
helping them to decipher next steps to pursue long-term goals.
“Regarding the peer development plan, it’s allowed me to converse with my mentor and
outline specific goals that I want to achieve, specific trainings that I want to take. Um, so
it allowed me to take in, um track my progress as far as what I needed to do in order to
achieve the goals that I had, my overall objective.”
Multiple peers said creating the plan was impactful because “it made me participate more in
what I wanted to do.” The process helped peers feel in control of their future, something not
often true of their pasts. Unfortunately, not all peers had the same experience. “It depends on
the mentor. The tools only work if they are actually used.” Peers felt “not all people are meant to
be mentors” and that some were more competent than others. Some mentors did not take the
time to complete required paperwork and one peer stated, “my first mentor did it without me.
They handed it in without even asking me to sign it.”
3.3 Action
During the action phase persons ask themselves, “How do I achieve the goal?” [of going
to work]. Participants experienced this phase when seeking new trainings, working towards
passing the GED, creating and updating resumes, and interviewing for full-time jobs. Many
participants spent most of their peer experience in the action phase. The peer development plan
was not limited to professional development, but also included health and wellness. This
allowed for peers to pursue vocational goals, while at the same time focusing on their physical
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and mental health; allowing them to experiment with how vocational change impacted the other
domains of influence.
“I had other things that I was working on or trying to work on. I wasn’t trying to be in
just one area, I was trying to go to school, especially get back to work, maintaining my
health, that is the number one thing. To see if I can handle it, so that my health could be
stable and which it has, it’s been really stable, so I’m grateful for that, I’m very grateful.”
Some participants struggled to meet their goals. One participant stated passing the GED had
been on their development plan for 8 years before accomplishing it. Participants reported that
mentor support was critical during this phase, especially when they struggled to meet their goals.
Each month peers received evaluations; peers were scored from 1 to 4 on a variety of
hard and soft skills. The evaluations were especially helpful during the action phase because they
helped peers decipher strengths and weaknesses and helped them to readjust their development
plans. “The evaluation helps you see where you at and where you’re going or what you could
improve on. It makes you see the progress.” Watching scores change throughout a cycle was an
empowering and insightful experience for many.
“When you first start, something could be at like a 2 and you will start feel...you know
not great and next time you see the evaluation you get a 3 and you are watching your
progress develop, you know and by the end of the year it’s up to a four and you can see
your progress, how you made a change.”
3.4 Resolution
In the resolution phase one asks, “Has the pressure to change resolved?” Participants
who reached this stage had weighed the outcomes of the domains and either sought full-time
employment or decided peer work fulfilled their needs. As described in the domains section,
those who chose not to seek full-time employment did so because they found peer work to be
fulfilling and either the financial or health consequence of employment was not worth the
change. For many, peer income and benefits provided more economic flexibility than an entry
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level salary with no benefits. Others felt they could not consistently maintain their health
working 40 hours a week and some feared that due to their episodic disability their current good
health was only temporary.
It was clear from participant response that those in the resolution phase had weighed the
pros and cons of change. Two participants were actively seeking work, one had signed a contract
and one was in the final stages of interviews. The participant who had been interviewing for jobs
was able to clearly define Ticket to Work and HASA policies. Most of his benefits came from
SSDI and therefore working as a peer he had already started to ween off the benefits, “I went to
Social Security and I have ticket back to work. They took 50% off my peer income, but if you
really look at it, I’m still making $300 more than when I was just getting SSDI. So, I got a raise.”
In addition, he understood that he would be able to receive ADAP until he earned $50,000/year
and wasn’t nervous about getting back on Social Security benefits if he got sick because he had
experimented with work previously and gotten back on his benefits. “I have the understanding of
the procedures of the services and the benefits that I’m entitled to.” Most importantly, working
as a peer has drastically changed his physical and mental health.
“I suffer from neuropathy and being at the office has helped me. I recently looked at the
picture taken of me when I started the peer training program 18 months ago and you look
at that picture and you look at me and I look different. I’m healthier, brighter eyes and I
look better. It has helped my health, my mental state, my emotional state, and my
physical state.”

Discussion
This research had two goals 1) understand how individual barriers and facilitators to
employment were associated with the domains and 2) to expand and tailor Goldblum and
Kohlenberg’s 2005 model for use in HIV peer programs. This section will discuss how the
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domains are experienced by the peers, the application of the model for HIV peer programs, and
study limitations.
Barriers and Facilitators to Employment
Focus group participants described a variety of barriers and facilitators to work for
PLWH in each domain. Similarly to findings by Conyers and Boomers, topics in one domain
often impacted other domains both positively and negatively.39 For example, the vocational
concern of not being able to obtain adequate health insurance had impacts on the health and
financial domains. Figure one displays the complexities of decision making for peer workers
living with HIV in NYC when deciding to move from benefits to full-time work.
Focus group participants experienced health barriers to work differently and similarly to
research from the first decade of HAART. In agreement with the literature, focus group
participants expressed that working as a peer improved their health outcomes. Employment is a
significant social determinant of health; it has been found to have a positive influence on the
health and wellness of PLWH.50-52 Studies have found PLWH who work have a higher quality
of life than those who are unemployed, even after controlling for CD4 and viral load.53-55 They
have significantly better morbidity outcomes, such as increased CD4 counts, memory skills,
personal ratings of health, and psychological well-being.9, 17, 56-61 One study included quality of
work as a variable and found that employed PLWH who had experienced adverse psychosocial
work experiences, had similar rates of depression as unemployed individuals.62
Whereas, in earlier research, medication side effects and adherence concerns were some
of the most significant medical barriers to work, those factors were not relevant in the current
study.8, 13, 20, 44, 45 During the second decade of HAART, medications were simplified, including
a reduced pill burden and lower toxicity, remarkably decreasing side-effects.63 At the time of the
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focus group most participants felt healthy enough to work full-time, but many expressed
experiences of episodic disability. In the event of new episodes of sickness, they did not think the
benefits of working full-time outweighed the risks of losing benefits. Past research found PLWH
shared this experience, although the cause of disability was somewhat different. Temporary
sickness from a co-morbidity was the primary concern in the present study, whereas in the first
decade it was more directly linked to HIV.64 This was not surprising. Research has found that
people living with HIV often experience pre-mature ageing, especially related to their
cardiovascular health.65 Focus group participants had mixed reactions concerning the impact of
work stress and their health; some felt they were able to manage the stress of work effectively
because they had time to attend to their self-care during their time off.
Focus group participant’s vocational concerns were similar to earlier studies; affordable
and adequate health insurance, suitable leave time, and being able to mentally and physically
handle a 40-hour work week remained barriers.6, 8, 12, 19, 23, 45 Adequate and affordable health
insurance was a large concern for participants. Participants were aware that ADAP would cover
their HIV medical needs, but many had co-morbidities and they were unsure how they would
afford co-pays and deductibles for their other conditions.
Past research found PLWH were concerned with having the strength and physical
stamina for work, whereas this was not supported in the current focus groups.7, 8, 11 This finding
may differ from past research because people living with HIV today are healthier, additionally
this group of participants were only considering employment as community health workers and
not work that required heavy lifting. Participants were concerned with being able to juggle a 40hour work week with doctor’s appointments and self-care. Part-time work allowed participants to
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find balance. Multiple participants were concerned about having an adequate amount of sick
time in the case of an episodic disability flaring up.
Participants had a small concern for discrimination in the workplace. Two participants
recounted workplace discrimination due to their HIV status and two participants reported HIV
discrimination experiences in their personal life. Overall, participants were not concerned about
discrimination because they felt HIV was not visible and disclosure would be unnecessary. The
post-HAART literature emphasized the fear of discrimination as a barrier to work, but few
studies reported participants experiencing actual workplace discrimination.6, 13, 14, 23 Internalized
HIV stigma is common amongst PLWH.66 The participants positive experiences as a peer
possibly decreased their internalized HIV stigma, leading to less discrimination anxiety.
Participants were confident in their vocational training as a peer and were not concerned
about finding a job. They felt their experiences as peers had prepared them for work and that
they had many skills and abilities to be effective at any community-based organization. As a
result of this, the authors added peer training tools to the tailored model. In addition, participants
felt that the people and problem-solving skills learned on the job would be an asset to work in
other occupational fields. One of the largest concerns for PLWH in earlier research was that
people felt they had outdated skills sets and were anxious about explaining large gaps in
employment history.8, 9, 11-15, 21, 67 An asset of participating in a peer program is that it provides
people with training and work experience. Peer work can be a useful segue for people with
prolonged periods of unemployment and/or little formal education. At the time of the study the
agency had limited vocational/job readiness support services. Participants felt they could have
used more support with mock interviews, filling out on-line applications, benefits planning, and
internet job searches. Participants appear to be confident in themselves after the program, but
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many were not confident in the structures of full-time work to support them and not damage their
health. To assist with this dissonance the authors added vocational services as part of the
program tools to the tailored model.
Similarly to earlier research, the biggest barrier to work for participants was the loss of
benefits.7, 13, 16, 17 Prior to peer income, participants described financial insecurity leading to
feelings of depression and isolation. Participants reported the peer income had a significant
impact on their lifestyles. Most participants did not feel an entry level salary would be
comparable to the amount of money participants received from benefits plus their peer income.
Many participants lived alone and had rents of at least $1300/month, which for most was covered
completely through their HASA benefits. In addition, many were fearful of the difficulty of
getting back on benefits if they became sick again. The authors added benefits counseling as part
of program tools to the model.
Participants receiving SSDI were more optimistic and ready to leave the benefits systems;
possibly because they had histories of full-time work experience and had been independent of
benefits previously. Receiving a peer income had already led to decreased benefits and therefore
those participants had already adjusted to a decrease in benefits. In addition, SSDI recipients
reported better experiences with Social Security staff regarding return-to-work activities.
Interestingly, a 2015 NYC cohort study and a 2016 California study found receiving Social
Security to be one of the largest predictors of someone not wanting to seek work.68, 69 Perhaps
this finding occurred because the studies combined outcomes for people with SSDI and SSI.
People who have receive SSDI have histories of work, whereas SSI recipients do not. The two
studies did not assess for necessary confounders such as mobility, current health, or mental
health concerns.
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Participants reported a multitude of positive psychosocial changes as a result of peer
work. Peer work lifted many from depression. PLWH suffer from 2.5 times the rate of
depression as the general population and studies have found that depression inhibits PLWH
ability to work.3, 11, 28-30 Peer work made the participants feel validated, it increased their selfesteem, and it provided them with a positive social network of peers and mentors who
understood them in ways other family and friends could not. Participants found it meaningful to
give back to the community and to help others with similar stories to their own. These themes
were also common in the literature concerning the benefits of being a peer in mental health and
substance use.70, 71
Application of the Model to HIV Peer Programs
Goldblum and Kohlenberg’s model stated, “the central premise of the client-focused
approach is that the rights and responsibilities for making vocational choices (e.g. altering,
entering, re-entering, or leaving work) rest solely with the client.” 38 p. 115 The approach is
strongly influenced by self-determination, self-efficacy, and consumer directed theory of
empowerment. Findings from this study support that self-determination should remain a critical
component of any vocational program for PLWH. As described in the domains of influence
section, full-time work could have detrimental impacts on some participant’s health, emotional
wellness, and financial welfare.
Study findings related to self-efficacy and consumer directed theory of empowerment
were more nuanced. Goldblum and Kohlenberg describe self-efficacy as, “The self-perception
of one’s capability, effectiveness, strength or power to attain desired results” and the consumer
directed theory of empowerment as “Process in which one defines and achieves goals based on a
foundation of knowing and valuing oneself.”38 p. 116 It should not be assumed that all PLWH have
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a foundation of knowing and valuing oneself. Many PLWH struggle with their self-esteem and
emotional health. Many have experienced trauma and stigma; studies have identified depression,
low self-esteem, and fear of discrimination as barriers to work.11, 22, 28, 30 Participants of this study
described having a low self-esteem at program onset. Participating in the peer program provided
them with a new foundation of knowing and valuing themselves. In addition, at program onset
many participants stated they did not know how to set realistic goals.
Goldblum and Kohlenberg’s model would be strengthened with an emphasis on creating
a non-judgmental environment where clients feel safe and supported. The nurturing and trusting
environment of the peer program allowed focus groups participants to be vulnerable, open to
change and feedback, and most importantly to recognize their worth. Therefore, the authors of
this study added to the top of the model, “supportive and empathetic environment that
contributes to self-esteem growth.” Figure four is a visual representation of the tailored ClientFocused Considering Work Model for HIV Peer Programs.
Conyers 2018 expansion of the model for episodic and emerging disabilities recognized
that a greater emphasis needed to be placed on intermediary steps before paid employment and
revised the preparation and action stages.40 In the revised model, the preparation stage is broken
into two parts, part a focuses on setting goals and part b focuses on the implementation of
intermediary goals needed before searching for employment, such as vocational training,
education, and vocational evaluation.40 Conyers changed the action phase to only engaging in
steps towards paid employment, such as applying for jobs and going on interviews. The revised
phases are incorporated into the peer tailored model.
The two distinct steps were incorporated into the peer tailored model because of their
applicability to peer programs. Participating in a peer program that aims to prepare individuals
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for full-time work is part b of the preparation phase, it is implementing an intermediary goal
before full-time employment. Congruent to research by Conyers and Hergenrather et al.
participants found goal setting to be a critical component of their program tools.40, 72 Results
from Hergenrather’s evaluation of a work readiness intervention for PLWH found that learning
goal setting increased participants self-esteem and self-efficacy.72 The peer development plan
not only sought to help peers with their professional goals, but also health and psychosocial
goals. Effective mentorship with the assistance of regular evaluation guided them through the
process and helped them to readjust their goals. This was essential because it helped participants
to pursue vocational goals and to experiment with how vocational change impacted the other
domains of influence.
Three other sections were added to the tailored model, “domains of influence learning”
“program tools to enhance self-efficacy and job readiness” and “experiences with the domains of
influence.” Peer program tools were an effective way to not only move through the phases of
work but also to learn about and experiment with changes in the domains of influence. Partaking
in the peer internship allowed for participants to experiment with new and different work roles.
Part-time work directly impacted the domains and helped them to foresee changes that would
occur with full-time work, helping them to weigh the benefits and risks of full-time work. In
addition, mentor supervision helped participants to recognize their strengths and weaknesses,
allowing them to visualize their skills in new ways and to consider work opportunities that they
never considered. Support group allowed participants to interact with peers at various phases,
providing deeper insight into possible domain changes. The Peer Development plan directly
linked to the preparation activities of setting goals and making plans because peers created
detailed goal plans with assistance from their mentors.
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Additionally, Conyers altered the preparation stage and action stage because participation
in the unique activities allowed for a more comprehensive program evaluation.40 Not all PLWH
will gain full employment. Participants of peer programs often have long histories of
unemployment and low educational attainment; many would not be able to obtain full-time
employment at a livable wage. Therefore, it is important to be able to measure the success of a
peer program through not only the activities in the action step, but also through participating in
the activities of parts a and/or b of the preparation stage. Although most focus group participants
had not taken actions towards full-time employment, they had accomplished intermediary goals
that raised their self-esteem and confidence.
Limitations
Focus groups involved one New York City ASO peer program and only peers currently
involved in that program were recruited for study participation. The PI facilitated all focus
groups. At the time of the groups she had been consulting part-time as the peer program
evaluator for one year. The focus group participants were familiar with the PI. The PI’s dual
role probably influenced study findings, impacting who chose to be part of the groups and what
information the peers shared. It is possible that peers were able to openly share some
information because they knew and trusted the PI; peers recounted problems with trusting
individuals and knowing the PI may have helped to overcome this obstacle. Conversely, how
they framed their experiences with the agency was probably impacted. Overall, participants
recounted positive experience in the peer program. For example, all focus group participants felt
that the program helped to enhance their self-esteem and self-efficacy. Missing were the
experiences of people of which the program was unsuccessful. It is unknown exactly why mostly
positive experiences were construed, but possibly because the peers knew the PI worked for the
agency. Selection bias probably occurred. In addition, the results cannot be generalized to all
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PLWH, especially those outside of NYC due to the unique benefits of NYC HIV-positive
residents. Receiving public benefits was a requirement for study participation, so the
perspectives of those ineligible for benefits was missing. Additionally, focus group participants
were familiar with each other and with the focus group facilitator, which may have impacted
responses.
The application of the client considering work model was decided during the analysis
stage. Although relevant, survey questions and the focus group guide were not designed to
specifically align to the model. Missing from the guide and survey were questions concerning
work history, phase assessment, and full-time work intentions. Conyers and Boomers 2016 study
providing domain of influence and consider work phase specific questions were published the
week after focus groups concluded and Conyers 2018 study changing the stages was published
years after the focus groups.39 Lastly, participants recounted experiences related to the domains
and phases not in the moment of decision making, but often many years later leading to recall
bias.

Conclusion
The barriers to work for people living with HIV are different today than they were a
decade ago. No longer are medication adherence and medication side effects the largest health
related barriers to work for people living HIV. Chronic conditions and episodic disabilities have
become prevalent concerns for PLWH of working age. We need to better understand how and
when chronic conditions impact PLWH’s ability to work, as well as how benefits and policies
impact work decisions for PLWH.
Participating in an ASO peer program has many positive impacts on the peer themselves
and the communities they are working in. Peer work provides a cost-effective way to help non-
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profits serve more clients and for clients to receive assistance from people of similar lived
experiences. Peer programs provide work opportunities for people living with HIV, who often
do not have the formal educational backgrounds to find work at a livable age. The OTDA peer
income disregard policy in New York City allows for peers to have their basic needs met from
HASA and the income from peer work increases their financial security. Peer programs with an
emphasis on education and training and the implementation of the state-recognized peer
certifications are excellent ways to increase meaningful work opportunities at a livable wage.
Future research needs to explore if the increase in state peer certifications and expansions of
community health work peer positions impact employment rates of PLWH, especially full-time
employment.
Goldblum and Kohlenberg designed their model for vocational rehabilitation programs
for PLWH.38 The original model provided an important framework for vocational programming
for PLWH, the client-focused approach, domains of influence, and stages of change are critically
important for this population. Conyers revisions allow for a more comprehensive program
evaluation and the peer program tailored model provides specific resources for program
development and implementation. This study demonstrates that applying the model to an HIV
peer program is possible and effective. For peer programs to implement the model, it is critical to
create a safe and encouraging work environment where peers can grow their self-efficacy and
self-esteem. While on the job, many peers will need to learn how to function in an office
environment. Peers may be new to recovery and may be struggling with PTSD. There must be
peer program staff that can address these concerns. Mentorship, goal setting, and support groups
are important plan features to help peers address the domains of influence and move through the
phases. At the time of this study, job preparedness resources at the agency were limited. Now
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the program has additional vocational staff and participants receive help with resumes, job
interviews, internet job search, and on-line applications. This study found that participants
misunderstanding of changes in benefits when returning to work led to anxiety, especially for
those receiving HASA. To meet this gap vocational staff are now fully trained in benefits
counseling for PLWH in NYC.
Theory driven interventions allow for better program evaluation. Program theory "gives
the evaluator guidance about the variables to investigate, the relationships expected among them,
and their role in program success or failure."73

p. 8

The tailored model described in this study can

help agencies build stronger peer programs and prove their impact on the self-efficacy, goal
development, vocational growth, and employment of peers living with HIV and/or other episodic
and emerging disabilities.
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Figure 1: Goldblum and Kohlenberg’s Four Phases of Considering Work38 p. 120
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Figure 2: Peer program components
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Table 1: Participant Demographics

Category
Gender
Female
Male
Transwoman
Age
30-35
36-45
46-55
56-65
Race
Black or African American
Hispanic or Latino
Mixed
White
Benefits Received
HASA only
SSI or SSD only
SSI/SSD and HASA

% (n)
52.4% (11)
38.1% (8)
9.5% (2)
28.6% (6)
14.3% (3)
38.1% (8)
19.0% (4)
52.4% (11)
23.4% (5)
14.3% (3)
9.5% (2)
52.4% (11)
23.8% (5)
23.8% (5)

158

Table 2: Responses to barriers to work survey
Response Choices
Strongly
Agree
Statements (Domain)
Barriers exist to returning to work full-time
(All)
I am fearful of losing my HASA benefits
(housing, cash assistance, or medical
assistance) (Financial and Vocational
Concern).
I am fearful of losing my SSI/SSD cash
assistance (Financial).
Working as a peer I am able to adequately
meet all of my expenses (Financial).
I do not think I will get adequate and
affordable health insurance from an
employer (Vocational Concern).
I am fearful the stress of work will affect my
health (Vocational Concern, Psychosocial
and Health)
HIV related sicknesses will make it hard to
work (Health)
Work would interfere with my ability to
make doctor’s appointments (Vocational
Concern)
I do not have the job skills needed to go to
work (Vocational Confidence).
I do not feel healthy enough to work fulltime (Health and Vocational Concern).
I am concerned about HIV/AIDS related
discrimination in the workplace
(Psychosocial).
I cannot meet the physical demands of work
(Vocational Concern).
I fear my job skills are out of date
(Vocational Confidence).
Work would interfere with my ability to
adhere to my HIV medications (Health).
Side effects from my HIV medications would
make it hard to work (Health).

Agree

Total n

Neutral

Disagree

Strongly
Disagree

No.

20

4

8

2

3

3

18

8

3

3

2

2

17

4

5

2

3

3

21

5

6

4

5

1

21

0

10

5

4

2

21

1

5

7

5

13

21

1

5

5

5

5

21

0

4

5

5

7

21

0

3

3

8

7

21

0

3

5

6

7

21

0

3

7

6

5

21

0

1

5

9

6

21

0

0

3

10

8

21

0

0

3

5

13

21

0

0

7

5

9
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Figure 3: Moving from Benefits to Working Full-Time for Peer Workers Living with HIV in NYC
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Figure 4: Client-Focused Considering Work Model for HIV peer programs
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Overview
This dissertation examined a peer program's impact on the psychosocial and professional
development of its HIV-positive participants, who lived and worked in New York City. It
examined which individual level variables were associated with a desire for full-time
employment (Chapter 2: AIM 1), assessed for psychosocial impacts on participating in a peer
training and peer internship program (Chapter 3: AIM 2), and explored individual perceptions on
barriers and facilitators to full-time work (Chapter 4: AIM 3). Lastly, it applied lessons learned
from the three studies to tailor a vocational model designed to help people living with HIV
(PLWH) consider changes in their employment status (Chapter 4: AIM 3). This dissertation
sought to understand how a specific AIDS Service Organization’s peer program impacted the
peers themselves and which program practices helped PLWH make informed decisions
regarding their employment status.
The studies described in Chapter 2 and 3 utilized secondary data from the program’s
biannual peer worker survey. Chapter 2 was a cross-sectional study and used a forced entry
hierarchical logistic regression analysis to assess which demographic, work history, benefits
received, and activities were associated with peers wanting to enter full-time employment.
Additionally, to determine the associations between the desire to seek full-time employment in
the next year and number and types of work preparedness activities performed, chi-square tests
were conducted. Chapter 3 was a longitudinal study that assessed for psychosocial impacts
during three different time points. Paired t-tests were performed to determine if significant score
changes occurred between surveys at the individual level. Chapter 4 was a focus group study of
peers working at the same ASO. Five segmented focus groups were conducted. A four-stage
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thematic analysis of transcripts occurred; categories and themes were based on Goldblum and
Kohlenberg’s “Client-Focused Considering Work Model for PLWH.”1

Key Findings
Overall, the findings from this dissertation demonstrate that participating in a HIV peer
program that includes peer support services has positive psychosocial and professional
development impacts. Study participants experienced barriers to work, but differently than in the
first decade of HAART. Most study participants were partaking in vocational intermediary
steps, such as peer certification courses, but not activities directly related to employment. An
association was found for wanting full-time employment in the next year for peers who did not
receive SSI/SSDI and those with at least a high school diploma, but not for other demographic,
benefit, or work history variables. To help more people living with HIV enter or reenter the
workforce we need to better understand how and when chronic conditions impact PLWH’s
ability to work, as well as how benefits and policies impact work decisions for PLWH.
Chapter 2
In Chapter two, we assessed the impact of demographics, benefits received, and work
history on the desire for full-time employment. Approximately 54% of participants reported a
desire to work full-time in the next year. Not receiving social security benefits and having a high
school diploma were significantly associated with wanting to work full-time in the next year,
both findings were supported in the PLWH employment research.2-10

No other demographic or

work-related variables retained significance. These results highlight the association between
education and employment for those living with HIV.3-10 Providing supports to help PLWH in
obtaining high school and college/technical degrees may be a pathway to full-time employment
at a livable wage.
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It was assumed that receiving HIV/AIDS Services (HASA) benefits would be associated
with not wanting to find full-time work, but this was not the case. Sample bias may explain this
finding, most study participants were receiving some support from HASA and therefore true
impact was statistically hard to discern. To truly understand the impact of HASA on
employment, research needs to be conducted on a New York City population with a matched
sample in a US location where HASA is not available.
Additionally, in Chapter two we compared the work preparedness activities of individuals
who wanted full-time employment to those who did not. Study participants who wanted to gain
full-time employment were participating in more work preparedness activities than those who
did not. Most participants were partaking in intermediary steps to employment, such as trainings
and education, but only participants with a desire to work were partaking in job seeking
behaviors, such as having an updated resume and applying for jobs.
Chapter 3
In Chapter three, we assessed the emotional and behavioral psychosocial impacts of
participating in a peer training program and internship for HIV peers. According to the
conceptual model of the program, the emotional outcomes were mediators on the path towards
full-time employment. Participating in the peer training program significantly decreased the
measured emotional psychosocial scores of depression and internalized HIV stigma (p < .001)
for all participants. Only participants who went on to complete six-months of internship had
significantly improved behavioral psychosocial scores at the end of training course, including a
decrease in safer sex communication apprehension (p < .001) and an increase in HIV medication
adherence (p < .02) and patient self-advocacy (p < .02). Training only participants had an
increase in self-esteem (p < .001) at the end of training and internship participants had an
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increase in self-esteem only after internship (p < .01). For internship participants, all other
measures significantly continued in the hypothesized direction at the end of internship except for
HIV medication adherence, adherence rates did remain above 90% for most participants.
At the end of the peer training only those who later became interns had statistically
significant score changes for the behavioral psychosocial measures. Peers in behavioral health
settings are expected to “practice what they preach.” Perhaps the participants who wanted to
continue to internship internalized the behavioral messages of the program more than those who
did not want to become a HIV peer educator. Future internship participants may have also been
more ready to make the behavioral changes measured in the program. The lack of assessment of
important employment mediators (such as depression and self-esteem) in vocational
development interventions is a large gap in the HIV employment literature. Vocational
development programs need to be examined with a wider lens, enabling a better understanding of
how they are shaping PLWH, as well as if they are helping PLWH get back to work.
Chapter 4
Chapter four applied focus group findings to the Client-Focused Considering Work
Model for PLWH created by Goldblum and Kohlenberg. It examined the barriers and facilitators
to full-time work as perceived by participants for each domain of influence (medical,
financial/legal, psychosocial, vocational concern, vocational confidence). Additionally, it
tailored the model to allow for a more precise application of the model to a peer vocational
program design and for purposes of evaluation.
Domains of Influence
Focus group participants described a variety of barriers and facilitators to work for
PLWH in each domain. Similarly to findings by Conyers and Boomers, topics in one domain
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often impacted other domains both positively and negatively.11 For example, the vocational
concern of not being able to obtain adequate health insurance had impacts on the health and
financial domains. Findings from this dissertation revealed that barriers to work for PLWH are
different today than they were a decade ago. No longer are medication adherence and
medication side effects the largest health related barriers to work for PLWH. Focus group
participants reported suffering from multiple chronic conditions accompanied with episodic
disability.
Participants felt their experiences as peers had prepared them for work and that they had
many skills and abilities to be an effective worker at any community-based organization.
Participants reported incredible psychosocial changes as a result of peer work. Peer work lifted
many from depression. Peer work made the participants feel validated, it increased their selfesteem, and it provided them with a positive social network of peers and mentors who
understood them in ways other family and friends could not. Participants found it meaningful to
give back to the community and to help others with similar stories to their own. These themes
were also common in the literature concerning the benefits of peer work in the mental health and
substance use fields.12, 13
Client-Focused Considering Work Model
Conyers 2018 expansion of the Client-Focused Considering Work Model recognized the
need for a greater emphasis on the intermediary steps before paid employment, such as
vocational training, education, and vocational evaluation.14 Peer work is an intermediary step. It
allows for experimentation with new and different work roles. It helps peers to learn about and
experience work impacts on their domains of influence, helping them to weigh the benefits and
risks of full-time employment. The psychosocial impacts of peer work can be life changing;
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focus group participants found it to be an impetus for change. It provided them with structure, a
sense of responsibility, feeling of validation, and greatly increased their professional
development. The study described in chapter three supported focus group findings; it found
peers increased their medication adherence, patient self-advocacy, and self-esteem and decreased
their depression. Not all HIV peer workers will move to full-time employment and therefore
measuring intermediary steps is critical to measure the impact of peer programs on the peers
themselves. Conyers revised model allows for better program evaluation.14
Goldblum and Kohlenberg provided the tenets of the model, client-focused, stages of
change, and domains of influence.1 Conyers revisions provide for effective program
evaluation.14 The tailored model provided specific components necessary for program
development and implementation. Incorporating Conyers revisions into the peer program
tailored model, created a theoretically based model that other peer programs can replicate and
evaluate. In order for peer programs to be aligned with the tailored model and to build peer selfesteem and self-efficacy, programs must contain the following elements: psychosocial support
mechanisms, training/learning opportunities, job-seeking and benefits supports, and clear goal
setting tactics.

Limitations
There were a variety of limitations to this study, most significantly that data collection for
the studies in Chapter two and three occurred as part of a program evaluation and not for a
research study. The sample size in each study was small, limiting the statistical power to fully
explore factors related psychosocial changes and wanting employing. Additionally, data
collection was self-report. Most participants applied to the training program in hopes of finding
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employment and most peer interns hope to retain their peer employment for more than one cycle;
it is possible that survey responses were biased due to their employment desires at the agency.
Moreover, the sample was not necessarily generalizable to the US population of PLWH.
Participants chose to work or seek training at a specific AIDS Service Organization and most of
those who wanted full-time employment wanted to do so at the same organization. As current
part-time employees the health and wellness differed from other PLWH; much of the sample
worked in outreach positions and had the physically capability to maneuver the non-disability
friendly New York City public transportation system. Finally, most participants were receiving
NYC specific benefits; missing were the perspectives and outcomes of people not receiving
benefits.
Selection bias is a major threat to the internal validity of each study. The studied agency
chose who would become part of the training program and who would become a peer. Focus
groups participants were peers currently involved in the program and overall participants
recounted only positive experiences. Missing were the experiences of people of which the
program was unsuccessful. Related, chapter three’s study only retained individuals who
completed program milestones (completion of training program and six months of peer
internship), those who did not complete were not part of the program evaluation. However,
statistically all three baseline groups (baseline only, training completers, and internship
participants) were similar demographically and had similar baseline psychosocial inventory
scores. Without being able to control for the specific reasons individual were chosen to be part of
the two programs, it is hard to decipher true program impact. Additionally, data collection took
place over many years; programmatic changes occurred cycle to cycle, partly contributing to the
fluctuating valid N. Changes included peer pay and changes in requirements of skillsets needed
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for positions. In order to better assess program impact, future studies need to include long-term
employment outcomes and follow-up data for peers who drop out of the program.
Lastly, a limitation to Chapter four’s study was that the decision to assess peer program
tools according to the client-focused considering work model was not decided until the analysis
stage. The interview guide nor survey did not target the phases of work, missing were questions
concerning work history, phase assessment, and full-time work intentions. Additionally,
participants recounted experiences related to the domains and phases not in the moment of
decision making, but often many years later leading to recall bias.

Strengths of this Study
The studies described in this dissertation were innovative for both HIV and peer research.
They were the first studies to examine personal impacts of participating in an HIV peer training
program and the first to explore associations with a desire for full-time employment among a
sample of peers. The literature contained less than a dozen work readiness intervention
evaluations for PLWH and there were some qualitative studies assessing the personal impacts of
working as a peer in the mental health and substance use fields. As far as the authors is aware,
the literature contained no quantitative studies measuring the psychosocial impacts of
participating in a peer program. Additionally, this dissertation included the first studies to
explore HASA policy impacts on wellness and full-time employment desire and decision
making. With the growth of employment opportunities for certified peers with episodic
disabilities in community health (including HIV), a deeper understanding of how peer work
impacts the peers themselves and how financial policies of those on benefits influence
employment decisions is necessary. Lastly, this was the first study to apply the full ClientFocused Considering Work Model for PLWH to a specific program (peer or otherwise). The
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model has been empirically validated, but not applied to a specific work readiness intervention.11
Tailoring the model to peer programs is an important contribution to the literature; the
theoretically based model can facilitate effective program development, implementation and
evaluation.

Overall Conclusions and Future Directions
Participating in an HIV peer program has many positive impacts on the peer themselves
and the communities they work in. Peer work provides a cost-effective way to help non-profits
aid more clients and for clients to receive navigation and support services from people of similar
lived experiences. Peer programs provide work opportunities for PLWH, people who often do
not have the formal educational backgrounds to find work at a livable age.
The studies described in this dissertation were limited to one peer program in New York
City with a focus on one episodic disability (HIV). There are hundreds of thousands of
unemployed PLWH and millions of unemployed people with other episodic and chronic
conditions.15, 16 Currently, a peer income disregard is unique to New York and unique to HIV.
This dissertation found paid peer work in conjunction with the OTDA peer income disregard (a
policy that allows peers to keep all HASA benefits while receiving a peer income) greatly
enhances the quality of life for peers.17 It allowed them to participate in the workforce and
provided immediate financial and psychosocial benefits. Longitudinal research assessing the
long-term impacts of the OTDA peer income disregard on individual’s employment, health, and
psychosocial outcomes need to be conducted; included in the research must be matched
comparison groups of PLWH living in states where a similar policy does not exist and costbenefits analyses. Moreover, exploratory research on similar policies for other medical
conditions and other benefit systems (including social security disability) should occur.
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Research concerning income disregard periods for those who enter full-time work, while
concurrently receiving benefits needs to be examined. In chapter four, focus group participants
reported they had the capacity to work full-time, but current policies and procedures regarding
transitions to work prevented some of them from making the transition. At the time of the
dissertation, entry level salaries for peers without a bachelor’s degree were between $38,000$42,000. The value of HASA benefits combined with the $1300 peer stipend equated to a salary
between $45,000-$55,000 annually. For peers reliant on HASA the transition to employment
meant a significant decrease in income. Additionally, focus group participants receiving HASA
had a variety of misconceptions about the transition to work. They reported mistrust with their
HASA case workers and the HASA systems. Few understood the rules pertaining to the HASA
12-month income disregard nor the steps to return to HASA when leaving employment. Few
participants had ever spoken to their HASA case workers about full-time employment and few
HASA case workers had even initiated conversations about transitioning to full-time
employment. Most significantly, participants did not feel 12-months was a long enough time
period for income disregard. For more HASA recipients to consider and experiment with fulltime work, it is imperative for HASA to reexamine the income disregard period and to improve
their staff training regarding employment.
Lastly, studies need to be conducted testing the applicability of the tailored ClientFocused Considering Work Model for HIV peer programs as it pertains to peer program
development, implementation, and evaluation. Standard program guidelines, evaluation tools and
protocols need to be created. Peer work for individuals with episodic disabilities is a structural
intervention that increases individual income, social support networks, and learning. It lifts
people out of poverty and opens doors to new and meaningful opportunities leading to better
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health and wellness outcomes. Utilizing validated models for peer program evaluation is
necessary to increase the quality of current programs and to secure future government funding
opportunities for peer programs.
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Appendix 1: Work readiness interventions for people living with HIV
Study Design
Randomized Control
Trial
Martin DJ CR, Buitron M,
Comulada WS, Liag L,
Wong FL. Helping people
with HIV/AIDS return to
work: A randomized
clinical trial. Rehabilitation
Psychology. 2012; 57:2809.27

Two-Group, NonRandomized
Kielhofner G BB, Fogg L,
Levin M. A A controlled
study of services to
enhance productive
particiption among people
with HIV/AIDS. American
Journal of Occupational
Therapy. 2008; 61:36-45.30

Martin DJ, Arns PG,
Batterham PJ,
Abdelmonem AA, Steckart
MJ. Workforce reentry for
people living with
HIV/AIDS: Interveniton

Program
Category

Theory

Sample
Size

# of
Group
Sessions

Techniques

Outcomes
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Modality:
Individual,
Group or
Both
Both

Work
Readiness

Transtheoretical
Model of Behavior
Change,
Motivational
Interviewing;
Dialectical
Behavior Therapy;
JOBS Model

13

Group: Overcoming barriers to
work; Job Readiness and
Motivation; HIV specific work
related concerns; Learned and
practiced soft skills for finding
and keeping a job; Job search
skills;
Individual: Motivation and
readiness assessment-motivational
interviewing; Vocational
counseling and Assessment; Goal
Setting; Referral for further
vocational training and needs.
Emotional Change Program
Components: N/A
Behavioral Change Program:
N/A

Participants in the intervention group were
more likely to participate in job training
activities (AOR = 1.45; p = .01) than the
comparison group, but there was no
significant difference in volunteering or job
seeking activities. The intervention group
was less likely to go from having a paid job
to not (OR=.46, 95% CI [.25, .82]; p < .5),
but there was no significant difference in
going from not having a paid job to having
a paid job between the two groups. Doseresponse analyses revealed that among
intervention participants, participants who
attended more than 1 individual session
engaged in more workforce-reentry
activities than individuals who attended 1or
fewer individual sessions; no significant
difference was found for group session
attendance. Mental Component Scale of the
SF-36

Work
Readiness

Model of Human
Occupation and
Social Model of
Disability

65

Both

8

Group: Health Management;
Mental health management;
Independent living skills; Soft
skills; Job search skills;
Awareness HIV legal rights; HIV
Benefits management;
Individual: Vocational
Assessment and Counseling; Goal
Setting; Occupational
Therapy/Disability Management
Emotional Change Program
Components: N/A
Behavioral Change Program:
Medication Management

Model program participants showed
significantly higher levels of productive
participation (employment, volunteering, or
attending school) at all three measured time
points postintervention: 3 months: OR =
4.58, p = .02; 6 months: OR = 9.10, p =
.001; and 9 months: OR = 4.88, p = .03.

Vocational
Rehabilitation

Not theory based

286

Individual

N/A

Individual: Vocational
Assessment and Counseling;
Neuropsychological Assessment;
Mental Health Assessment; Goal
Setting; Referral for further
vocational training and needs

Intervention group participants were
significantly more likely to return to work
than the comparison group 24-months
postintervention (Hazard Ratio = 2.99, CL
= [1.54, 5.82], p < .001).
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effects and predictors of
success. Work. 2006;
27:221-33.26

One-group, Pre-test-Posttest
Beddell G. Balancing
health, work, and daily
life: Design and evaluation
of a pilot intervention for
persons with HIV/AIDS.
Work. 2008; 31:131-44.31

Escovitz K DK. Providing
effective employment
supports for persons living
with HIV: The KEEP
project. Journal of
Vocational Rehabilitation.
2005; 22:105-14.33

Emotional Change Program
Components: Mental Component
Score of SF-36.
Behavioral Change
Program:N/A

Work
Readiness

Person-centered
care philosophies;
Social learning
theory; Health
behavior theories;
Self-management
theory

53

Group

7

Vocational
Rehabilitation

Principles of
psychosocial
rehabilitation

148

Individual

N/A

Group: HIV Specific work
related concerns; Goal Setting;
Overcoming Barriers; Health
Management; Mental Health
Management; Communicating
with Health Care providers;
Awareness HIV legal Rights;
Emotional Change Program
Components: Mental Health and
Stress Management; Quality Life
Scale
Behavioral Change Program
Components: Patient SelfAdvocacy and Medication
adherence self-efficacy
Individual: Vocational
Assessment and Counseling; Job
search assistance; HIV legal
rights; HIV Benefits management;
on-site job support;
Occupational/Disability
Management; HIV Specific
Work-related concerns;
Independent living; Referral;
Emotional Change Program
Components: N/A
Behavioral Change Program
Components: Disability
Management Education

Gomez W, Flentje A,
Schustack A, RamirezForcier J, Andrews B,
Dilworth S, et al.
Navigating Barriers to
Vocational Rehabilitation
among HIV-positive
Persons. AIDS Behavior.
2016; 20:1132-42.25

Vocational
Rehabilitation

Not Theory Based

108

Both

N/A

177

Individual: Vocational
rehabilitation assessment and
counseling; Development of
individual rehabilitation plans.
Job search assistance; Direct
employment preparation; postplacement services.
Group: Vocational rehabilitation;
Computer skills training

52% of the participants were working part
or full time and 41% were actively
searching for employment at three to five
months follow-up. T-tests found a moderate
to large effect size immediately postintervention regarding participants’
perceived ability to work -4.87 (p < .00).
No other outcomes were significant. Patient
self-advocacy, a medication adherence selfefficacy scale, and quality of life scale were
amongst the factors measured.

77% of participants were employed at some
point during the project. 63% of participants
were employed for 90 days or longer during
the project and 52% of all jobs obtained
were held for 90 days or longer. More of
the jobs were part-time (54.3%) than fulltime (45.7%). A correlation was found for
time spent receiving Offsite Vocational
Counseling (job-related problem solving,
disability management and coping skills
development) and total hours worked (r =
.57, p < .001). Onsite Job Support (help
with communicating and negotiating with
employers) had a positive relationship (r =
.26, p = .01). Negative correlations with
hours worked were found for
Engagement/Relationship Building (r =
.22), Assessment/Evaluation (r = -.25) and
“Other” supportive counseling (r = -.16)
At the 12-month follow-up, participants
reported significant reductions in perceived
Personal and Financial barriers to
employment (B=-3.11; t=-3.05; p < 01),
increased odds of being employed at least
part-time (Adjusted Odds Ratio
[AOR]=10.19; 95% CI = 2.4-43.21; p <
.01), and decreased odds of any unstable
housing (AOR=.21; 95% CI = .05 - .90; p <

Hergenrather KC GS,
Clark G, Rhodes SD. A
pilot test of the HOPE
intervention to explore
employment and mental
health among african
american gay men living
with HIV/AIDS: Results
from a CBPR study. AIDS
Education and Prevention.
2013; 25:405-22.29

Work
Readiness

Social cognitive
theory; HOPE
theory; Selfmanagement

7

Group

7

Kielhofner G BB,
Finlayson M, Paul-Ward
A, Goldbaum L, Goldstein
K. Outcomes of a
vocational program for
persons with AIDS.
American Journal of
Occupational Therapy.
2004; 58:64-72.32

Vocational
Rehabilitation
and Direct
Work Support

Model of Human
Occupation

129

Both

8

Kohlenberg B, Watts M.
Considering work for
people living with
HIV/AIDS: Evaluation of
a group employment
counseling program.
Journal of Rehabilation.
2003; 69:22-9.28

Work
Readiness

Client focused

67

Group

8
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Emotional Change Program
Components: N/A
Behavioral Change Program
Components: N/A;
Group: Mental Health
Management; Health
Management; Medication
Adherence; HIV/AIDS Training;
Hope theory; HIV Specific Workrelated concerns; HIV legal rights;
Communicating with Healthcare
providers; Safer Sex; Job
readiness; Job Search skills;
Vocational Assessment; Goal
Setting
Emotional Change Program
Components: Mental Health,
Hope, Self-esteem, Stigma
Behavioral Change Program
Components: Medication
Adherence, Patient SelfAdvocacy, Safer Sex
Group: Vocational Assessment
and Counseling; Job Readiness;
Job search skills; Job skill
development; Independent living;
HIV benefits; HIV law;
Individual: Job skills
development; Vocational
assessment and counseling; goal
setting; Referral
Job Placement: Temporary Job
placement; Supervision and
Coaching; HIV Specific workrelated concerns; Permanent job
placement
Emotional Change Program
Components: N/A
Behavioral Change Program
Components: N/A
Group: Vocational assessment
and counseling; Identifying
Barriers to work; Job Readiness;
Goal Setting; HIV Benefits; Job
Search Skills; Referral; HIV
Specific work-related concerns
Emotional Change Program
Components: N/A
Behavioral Change Program
Components: N/A

.05). Dose-responses analyses did not find a
significant association between greater
engagement in VR services and better
outcomes.
At 3-month post-intervention, participants
had significantly higher scores on the
coping self-efficacy scale (Effect size = .59,
p < .03); HIV treatment adherence selfefficacy (ES = .57, p < .02); Trait Hope
scale (ES = .71, p < .01); Rosenberg’s SelfEsteem scale (ES = .75, p < .01); and SelfEfficacy of Job-Seeking Skills (ES = .77, p
< .00). Medication adherence, depression,
and anxiety had insignificant changes at the
3-month follow-up. At the 3-month followup three participants were actively seeking
employment, three enrolled in college
courses and one reported part-time
employment.

Of the 90 participants who completed the
program, 60 persons (67% of those who
completed the program) achieved a
successful outcome; 50 achieved
employment, 2 chose to return to school,
and 8 chose to participate in a volunteer
position or internship. 39% of participants
did not complete the program.

Immediately post-intervention participants
had a significant decline regarding support
with knowing which jobs suited their
personality (p < .00), what jobs were
available (p < .00), what their skills were (p
< .00), and less help planning steps to get
back to work (p < .01). Post-intervention
there were lower reported barriers regarding
knowing what job they wanted (p < .00) and
knowing how to deal with gaps in

employment history (p < .00). Lastly less
participants felt unprepared (p < .00) and
hesitant (p < .00) about going back to work.
Focus Group Only
Conyers L. The impact of
vocational services and
employment on people
with HIV/AIDS. Work: A
Journal of Prevention,
Assessment and
Rehabilitation. 2004;
23:205-14.24
Program Development
Braveman B. Development
of a community-based
return to work program for
people with AIDS.
Occupational Therapy in
Health Care. 2001; 13:11331.35

Vocational
Rehabilitation
and Direct
Work Support

Not theory based

25

Both

Unknown

Unknown

Themes from the study included: personal
impact of vocational rehabilitation services,
programmatic qualities of vocational
services, and impact of employment.

Vocational
Rehabilitation
and Direct
Work Support

Model of Human
Occupation

60

Both

Unknown

The article focused on describing the target
population needs assessment, program
design/program goals and objectives, and
program evaluation protocols were
discussed. Initial program outcomes found
that amongst the 60 program completers,
37% have returned to paid work or enrolled
in formal education.

Egan B, Hoagland J. Inhouse work opportunities:
Implications for housing
organizations serving
persons living with
HIV/AIDS. Work. 2006;
27:247-53.34

Direct Work
Support

Not theory based

N/A

Individual

N/A

Group: Vocational Assessment
and Counseling; Job Readiness;
Job search skills; Job skill
development; Independent living;
HIV benefits; HIV law;
Individual: Job skills
development; Vocational
assessment and counseling; goal
setting; Referral
Job Placement: Temporary Job
placement; Supervision and
Coaching; HIV Specific workrelated concerns; Permanent job
placement
Job Placement: Temporary job
placements; Individual:
Supervision; Occupational
Therapy; Goal Setting;

Martin DJ CR, Buitron M.
Tailoring a vocational
rehabilitation program to
the needs of people with
HIV/AIDS: The harborUCLA experience. Journal
of Vocational
Rehabilitation. 2005;
22:115-24.36

N/A

Transtheoretical
Model of Behavior
Change,
Motivational
Interviewing;
Dialectical
Behavior Therapy;
JOBS Model

47

Both

13
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Group: Overcoming barriers to
work; Job Readiness and
Motivation; HIV specific work
related concerns; Learned and
practiced soft skills for finding
and keeping a job; Job search
skills;
Individual: Motivation and
readiness assessment-motivational
interviewing; Vocational
counseling and Assessment; Goal
Setting; Referral for further
vocational training and needs

This article serves as a program description
of similar in-house work programs
implemented at three community-based
organizations serving PLWHA. The article
discussed: benefits of in-house positions,
limitations in using in-house positions,
ethical considerations, and implications of
in-house positions on occupational therapy
programming.
The articles provides a detailed account of
the program design and theoretical
components. At the time of publication
approximately a third of participants had
gained full- or part-time employment, were
volunteering regularly, or attending a
education program leading towards
employment.
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Appendix 2: Barriers to work survey
Barriers to Work Survey
1. What is your age? ___________
2. What is your race/ethnicity? ______________________
3. What is your gender?__________________
4. Which of the following benefits do you receive? Please circle all that apply.
SSI
SSDI HASA
Do you agree or disagree with the following statements? Please circle your response.
1. Barriers exist to returning to work fulltime.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

2. I am fearful of losing my HASA
benefits (housing, cash assistance, or
medical assistance).

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

3. I am fearful of losing my SSI/SSD cash
assistance.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

4. I do not think I will get adequate and
affordable health insurance from an
employer.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

5. I do not feel healthy enough to work
full-time.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

6. I cannot meet the physical demands of
work.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

7. Side effects from my HIV medications
would make it hard to work.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

8. Work would interfere with my ability to
adhere to my HIV medications.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

9. HIV-related sicknesses will make it
hard to work.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

10. Work would interfere with my ability to
make doctor’s appointments.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

11. The stress of work will affect my
health.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree
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12. I am concerned about HIV/AIDS
related discrimination in the workplace.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

13. I do not have the job skills needed to go
to work.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

14. I fear that my job skills are out of date.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree

15. Working as a peer I am able to
adequately meet all of my expenses.

Strongly Agree Neutral
Agree

Disagree Strongly
Disagree
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